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CANCER OF THE COLON, RECTUM, AND ANAL CANAL 
RICHARD L. BUCK, M.D. 


New Orleans 


Because of increased longevity, cancer 
of the colon, rectum, and anal canal is now 
much more frequent than formerly. For 
this reason, it is evident that a statisti- 
cal paper will be of some value to phy- 
sicians encountering this condition. There- 
fore, all malignant cases of the colon, rec- 
tum, and anal canal seen in private prac- 
tice during a period of four and one-half 
years were reviewed. Some of these cases 
were seen in consultation in the hospital 
either before or after the diagnosis was 
established. The majority were seen and 
diagnosed in the office. This is a small 
series, but each case has a complete follow- 
up, some of which are of short duration. 

SYMPTOMS 

Forty-seven cases of cancer of the colon, 
rectum, and anal canal were seen between 
July, 1953 and December, 1957. Of these, 
there were 26 males and 21 females. The 
ages varied from eighteen to eighty-six 
vears, the average being sixty years. In 
the histories, the symptomatology varied 
in length from eighteen months to one 
week with an average of six months’ time. 
Table 1 shows the symptoms and fre- 
quency in the 47 patients. 


TABLE 1 
SYMPTOMS 








Symptom 


Blood 

Change in bowel habits 
Pain 42 
Weight loss 11 
Bladder symptoms 5 
Mucus 11 


Number 
39 
33 


Per Cent 
81 
70 
90 
23 
11 
23 








DIAGNOSIS 

The diagnosis in most cases was not a 
difficult one to make with a careful his- 
tory and proctosigmoidoscopic examina- 
tion. A barium enema, alone, cannot be 
relied upon to replace the history and 
proctoscopic examination. It will be noted. 
that the diagnosis was made by procto- 
scopic examination and biopsy in 36 of 
the 47 cases. In 5 of these, previous 
barium enemas had failed to show the 
lesion; in 2 of these, two barium enemas 
had been done. In 1 case in which a 
barium enema had been performed, the 
tumor was found while a hemorrhoidec- 
tomy was in progress. In one of the 36 
cases diagnosed by proctoscopic examina- 
tion and biopsy, the barium enema was 
negative. A hemorrhoidectomy was done; 
the tumor was suspected only when the 
patient continued to bleed. Table 2 shows 
the mode of diagnosis. 


TABLE 2 
DIAGNOSIS 


Number 





~ Per Cent 
13 
11 


Mode of diagnosis 





Operation and biopsy 6 

X-ray 

Proctoscopic examination 
and biopsy 


36 77 





TYPE, GRADE, AND LOCATION 
By far the largest number of patients 
in this series had adenocarcinoma involv- 
ing the rectum. However, 1 patient had 
both squamous cancer of the anal canal 
and adenocarcinoma of the rectum. An- 
other had adenocarcinoma of the rectum 
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and bronchogenic carcinoma of the lung. 
The largest number had Grade III adeno- 
-earcinoma. Table 3 shows the type and 
grade of cancer and Table 4 shows the 
location of the tumor. 


TABLE 3 
TYPE AND GRADE 





























Type Grade Number Per Cent 
Adenocarcinoma I 0 0 
Adenocarcinoma II 8 17 
Adenocarcinoma Ill 25 53 
* Adenocarcinoma IV 5 11 
Ungraded 5 11 
Squamous 3 6 
Squamous and adenocarcinoma 1 2 
TABLE 4 
LOCATION 
Location — Number Per Cent 
Anal canal 3 6 
Anal canal and rectum 1 2 
Rectum 23 49 
Rectosigmoid 8 17 
Sigmoid 8 17 
Splenic flexure 2 4 
Ascending colon 2 4 





TYPE OF TUMOK AND OUTCOME 

It was found that the type of tumor 
according to Broder’s classification of the 
malignancy was quite important from a 
prognostic standpoint. In this series, there 
were no Grade I malignancies. There 
were 8 patients with Grade II malignan- 
cies, 2 of whom have died and 6 have been 
living an average of thirty-four months 
following surgery. There were 25 pa- 
tients with Grade III tumors of which 
13 have been living an average of twenty 
months. There were 5 patients with Grade 
IV tumors, 2 of whom have been living 
an average of twenty-four months. There 
were 4 cases in this series which were 
ungraded. Of these, only one is living. 
However, in 2 of the ungraded cases, 
metastatic lesions were removed for diag- 
nosis. There were 3 patients with squa- 
mous carcinoma of the anal canal, 2 of 
whom have died at an average of nine 
months following surgery. The _ other 
is living and well at fifty-four months; 
however, this was an extremely early 
lesion. The patient had a hemorrhoidec- 
tomy; the lesion was removed and found 
to be Grade III squamous carcinoma. The 
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diagnosis was unexpected and was made 
by the pathology department. This pa- 
tient refused any further treatment and 
has continued to be well. The one patient 
with both adenocarcinoma of the rectum 
and squamous cell cancer of the anal 
canal lived only twelve months. Table 5 
shows the type of tumor and the outcome. 
TABLE 5 
TYPE OF TUMOR AND THE OUTCOME 











Average Average 
length length 
of life of life 

Type Living months Dead months 
Adenocarcinoma 

Grade I 0 0 0 0 
Adenocarcinoma 

Grade II 6 34% 2 12% 
Adenocarcinoma 

Grade III 13 20 12 9 
Adenocarcinoma 

Grade IV 2 24 3 9 
Ungraded 1 24 3 13 
Squamous cell 1 54 2 15 
Squamous cell and 

adenocarcinoma 

Grade III 0 0 1 12 





Of the 47 cases, 43 were operated upon. 
Thirty-nine of these operated cases were 
adenocarcinoma of the rectum and colon 
and could be classified according to Duke’s 
method, which is based on the extension 
or metastasis of the tumor. As can be 
seen, this offers a much better way of 
prognostication than does Broder’s classi- 
fication. There were 4 with Duke’s I, all 
now living an average of thirty-eight 
months. There were 12 with Duke’s II, of 
whom 10 have been living an average of 
twenty-two months and only 2 have died. 
There were 14 with Duke’s IIl.a, 9 of 
whom have been living an average of 
twenty months; 5 have died. There were 
9 with Duke’s III.b, all of whom have 
died. Table 6 shows the classification and 
the outcome. 

TABLE 6 
E'S CLASSIFICATION AND OUTCOME 


DUK 





ia Length 
of time 
months 


“Length 
of time 
Type Living months Dead 





: 4 38 0 0 
II. 10 22 2 17 
IIl.a 9 20 5 10 
III.b 0 0 9 9 
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TYPE OF SURGERY AND OUTCOME 

In this series, there were 4 patients who 
had ungraded lesions. All 4 of these are 
dead. They were not operated upon be- 
cause of their age and/or other severe 
pathological conditions which precluded 
the possibility of surgery. It is felt that 
age, of itself, is not a deterrent, and only 
if there are severe medical contraindica- 
tions should these patients not be operated 
upon. 

As will be noted, there were no abdom- 
inoperineal proctosigmoidectomies. This 
“pull through” operation has the advan- 
tage of not resulting in an abdominal co- 
lostomy; however, the complete excision 
of the anus, rectum, and surrounding 
structures is thought, by most surgeons, 
to give a better chance of permanent cure. 
There were 27 combined abdominoperineal 
resections. Of these, 15 are still living; 
the average length of life has been twenty- 
eight months. Twelve have died; their 
average length of life was fifteen months. 
Of these 27, 3 were done with the idea of 
palliative surgery, since there was at least 
one small metastatic lesion of the liver 
in each case. It was felt that these pa- 
tients would live longer and more com- 


fortably than if a _ simple colostomy 
were done. One patient on whom an ab- 
dominoperineal resection was done died 


two and one-half months later of mesen- 
teric thrombosis. Another was involved 
in an automobile accident, in which she 
was severely injured, two years after the 
abdominoperineal resection. Exploratory 
laparotomy at that time showed no recur- 
rence. However, this patient died several 
months later of congestive heart failure. 
There were 7 cases in which only proximal 
colostomy was performed as the _ initial 
procedure. In 3 of these cases an acute 
intestinal obstruction was present. In 3 
others there was an impending obstruc- 
tion of the left colon. Another case had 
a fistula from the colon to the bladder. In 
only 1 of these 7 cases could curative sur- 
gery be attempted; the other 6 had wide- 
spread metastasis. Of these, 1 has been 
living twenty-four months. One of the 
sigmoid resections had a three-stage op- 
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eration, a transverse colostomy being done 
as the initial procedure. It is felt that 
four to five weeks should elapse _be- 
tween the colostomy and the sigmoid re- 
section. In one of the splenic flexure 
lesions, in which there was an obstruction, 
a cecostomy was done about two weeks 
before the left colectomy and anastomosis, 
and the patient is still living and well at 
twenty-four months. The other, who died 
at two months, had a coronary occlusion. 
The hemorrhoidectomy was done in the 
case of the anal cancer which was undiag- 
nosed before surgery. Table 7 shows the 
type of surgery and the outcome. 


TABLE 7 











TYPE OF OPERATION AND THE OUTCOME 
Average Average 
length length 
of life of life 
Type of operation Living months Dead months 
Right colectomy 1 14 1 11 
Left colectomy 3 13 1 y 4 
Abdominoperineal 
resection 15 28 12 15 
Sigmoid resection 2 16 1 10 
Colostomy 1 24 5 7 
Hemorrhoid- 
ectomy 1 54 0 0 
Not operated 0 0 4 6 
KEMARKS 


As can be seen from the duration of 
symptoms as obtained by history, some of 
which were as long as eighteen months 
and with an average in all cases of six 
months, these lesions are not being found 
early. This is a fact also borne out in 
Duke’s classification; 18 of the cases were 
Grade III. However, the extent of the 
lesion is frequently not in direct propor- 
tion to length of history. Barium enemas 
are too frequently being relied upon to 
replace a good history and proctosigmoido- 
scopic examination. Since 70 per cent of 
all cancer of the anus, rectum, and colon 
is within reach of the proctoscope, this is 
the simplest and easiest method of diagno- 
sis. Whereas Broder’s classification is im- 
portant, the prognosis following adequate 
surgery can best be determined by Duke’s 
classification of the extent of the tumor. 
The anal carcinomas have done poorly 
postoperatively; 3 of the 4 died within 
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an average of fifteen months. The fourth 
case was seen in consultation following a 
hemorrhoidectomy and this patient refused 
any further surgery. The mucoid type of 
adenocarcinoma has, also, done poorly. 
In this series there were 3 cases of muci- 
nous cancer, 2 of which died at seven 
and ten months, respectively, and the 
third case is still living fourteen months 
following surgery. The site of the tumor, 
if above the anal canal, seemed to have 
little effect on the longevity following sur- 
gery. Careful preoperative preparation 
and accurate postoperative fluid and elec- 
trolyte control result in low operative mor- 
tality. In this series, only 1 died in the 
postoperative period. This patient had an 
acute intestinal obstruction and transverse 
colostomy was performed. The patient 
died of congestive heart failure. 
CONCLUSIONS 

1. Adenocarcinoma of the colon, rec- 
tum, and anal canal is more frequent now 
than formerly, due to the increased lon- 
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gevity of the general population. 

2. These cases are still not being seen 
early, the average duration of symptoms 
being six months. 

3. The prognosis for apparent cure de- 
pends on early diagnosis followed by early 
surgery. 

4. The diagnosis can be made easily in 
most cases by history and _ proctoscopic 
examination and biopsy. 

5. Squamous cell carcinoma of the anal 
canal and the mucinous type of adenocar- 
cinoma of the rectum and colon offer a 
particularly poor prognosis. 

6. The site of the tumor, if above the 
anal canal, has little effect on the outcome 
when adequate surgery is done. 

7. Duke’s classification is more accu- 
rate than Broder’s in prognosticating the 
outcome. 

8. The operative mortality in colon sur- 


gery is low. 
REFERENCE 
Duke, Cuthbert E.: Classification of cancer of the rec- 
tum, J. Path. & Bact. 35:323, 1932. 





DIVERTICULITIS OF THE COLON 
FROM THE POINT OF VIEW OF THE GENERAL PRACTITIONER * 
CLAUDE E. WELCH, M.D. + 


Boston, Massachusetts 


Diverticulitis of the colon is worthy of 
discussion for two reasons. It has been 
known for many years to carry a train 
of very significant complications so that 
the disease is one that is important to 
treat correctly. If this is not done the 
patient may be incapacitated for long pe- 
riods of time, or succumb to the disease. 
It also is important to note that at the 
present time the disease is increasing in 
frequency due chiefly to the fact that our 
population is living a great deal longer 
than it did a few decades ago. 

Manifestations of diverticulitis of the 
colon are limited to the sigmoid in 90 per 





* Presented at the Twenty-first Annual Meet- 
ing of The New Orleans Graduate Medical As- 
sembly, March 5, 1958. 

+ Visiting Surgeon, Massachusetts General Hos- 
pital, Clinical Associate in Surgery, Harvard 
Medical School. 


cent of the cases. Although diverticula 
occur in other portions of the colon, and 
occasionally become inflamed, surgery is 
not often required for relief. 


The disease is essentially unknown be- 
low the age of 35. From that time on- 
ward there is a steady and progressive 
rise in incidence both of diverticulosis and 
its accompanying disease, diverticulitis. 
Diverticulosis itself is presumed to be 
asymptomatic, and when symptoms occur 
some degree of diverticulitis is believed to 
be present. 


THREE CLINICAL GROUPS 
As the practitioner sees patients with 
diverticulitis, they may be divided into 
certain specific groups. In the first place, 
an abrupt onset of one of the complica- 
tions of diverticulitis forces hospitaliza- 
tion during the first episode of the disease. 
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Considering all the patients who enter the 
hospital with diverticulitis, the physician 
must recognize that approximately 1 out 
of 4 will require operation at some time. 
Furthermore, these symptoms not infre- 
quently are very serious at onset and op- 
eration then becomes an emergency. For 
example, out of 218 resections that have 
been required for diverticulitis in our hos- 
pital in the last 15 years, 63, or 29 per 
cent of those operated on required an op- 
eration at the first attack of the disease. 

A second group of patients have an 
eperation performed after a period in 
which symptoms have been either persis- 
tent or recurrent. Numerically this group 
is much more common than the first 
group. A third, and final group require 
operation because the lesion clinically be- 
haves like cancer and malignant disease 
cannot be excluded by any other means 
than resection and examination of the 
specimen. These types will be discussed 
in order. 

PATIENTS WITH ACUTE SYMPTOMS 

First, let us consider the patients who 
enter the hospital with acute symptoms 
from the disease. They usually fall into 
one of several categories. The great ma- 
jority will have left lower quadrant pain, 
tenderness, some temperature and some 
disturbance of bowel function such as con- 
stipation or diarrhea. Conservative ther- 
apy with a restricted diet and parenteral 
antibiotics and sulfathalidine by mouth 
usually will lead to improvement. As soon 
as some degree of recovery is manifest, 
the diagnosis then can be made safely by 
the barium enema. It is important, how- 
ever, to remember that the barium enema 
is potentially a very hazardous examina- 
tion. The preparation of the bowel usually 
must be far less than perfect because one 
will not dare to give catharsis for fear of 
producing a perforation. By the same to- 
ken, large enemas for preparation are not 
wise. The barium enema, therefore, often 
must be carried out with an unprepared 
bowel. However, this will frequently give 
enough information to make a tentative 
diagnosis which then can be confirmed at 
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a later date when the patient can be more 
completely prepared. 

Surgery during the first attack may be 
required for several reasons. In the first 
place the symptoms of diverticulosis may 
not abate but progress to perforation. with 
palpable mass or local or general peritoni- 
tis. There is little question but that pa- 
tients with peritonitis should be operated 
upon; there is more of a question about 
how inflammatory masses in the left low- 
er quadrant should be handled. The point 
of view that we have taken is that unless 
an inflammatory mass subsides prompt- 
ly within the course of two or three 
days, that it is best to treat it by trans- 
verse colostomy. Patients with ruptured 
diverticula, in addition to the colostomy, 
require closure of the perforation. At a 
later date, of course, the colon has to be 
resected. 

Obstruction is another reason for sur-- 
gery during the first attack. This may be 
complete, with a very marked distention 
of the abdomen but usually it is subacute 
without a great deal of proximal disten- 
tion of the large bowel. X-rays will show 
a very tiny lumen or complete obstruction 
to the retrograde flow of barium. 

A few patients first manifest the dis- 
ease by hemorrhage. Hemorrhage must 
be ascribed to diverticulitis only after a 
careful survey because large bowel bleed- 
ing much more commonly arises from can- 
cer or polyp than it does from diverticuli- 
tis. However, bleeding from diverticulitis 
is relatively common, and, as a matter of 
fact, nearly one-quarter of all cases with 
this disease will bleed at some time. In 
a few instances the bleeding is massive 
and cannot be controlled by any measure 
short of operation. 

When operation for massive hemorrhage 
is required, the surgeon is often in a very 
difficult predicament because he must op- 
erate upon a bowel that is full of old in- 
fected blood that is hard to handle tech- 
nically and dangerous to resect. For this 
reason it seems wisest, when a patient 
enters with hemorrhage, presumably from 
diverticulitis, to start antibiotics by mouth, 
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such as neomycin, on a dosage of 2 grams, 
4 times daily, and replace the blood loss 
with transfusion. Then, if the bleeding 
persists, the surgeon can operate upon a 
bowel that is at least partially prepared. 
It is of some interest that of 8 resections 
that we have had to perform for acute 
massive hemorrhage from the large bowel 
due to diverticulitis, major postoperative 
complications occurred in 7. If a resection 
is carried out, and it nearly always will be 
necessary, the anastomotic line should be 
protected by a transverse colostomy. 

In some patients the disease is mani- 
fested first by urinary symptoms; they 
usually herald the onset of a fistula from 
the sigmoid into the bladder. Fistulas may 
develop into any adjacent structures, al- 
though the vagina is the second most com- 
mon site of perforation. 

PATIENTS WITH RECURRENT SYMPTOMS 

In the second group of patients the 
symptoms of acute diverticulitis subside. 
As they recover from the first attack, 
they are discharged on a low-roughage 
diet and some demulcent such as Metamu- 
cil. While most of them will do well, some 
continue to have a great deal of discom- 
fort from daily cramps, diarrhea or con- 
stipation. These symptoms can continue 
to be extremely aggravating although they 
may not be severe enough to warrant hos- 
pitalization. However, the persistence of 
these symptoms is usually enough to cause 
the patient to seek operative relief. 

More commonly, symptoms subside com- 
pletely after this first attack of diverticu- 
litis. The patients get along perfectly well 
for an indefinite period. Finally a second 
attack occurs, and if there is rapid recov- 
ery later on, others succeed. It would be 
quite appropriate if it would be possible 
to find some particular features of the 
life history of diverticulitis that would 
make it possible to select the patients who 
are going to develop recurrent attacks. 
However, this is generally impossible. 
There are some patients though in whom 
it is pretty clear that the future is going 
to be most difficult indeed unless the colon 
is resected. Some of the patients who fall 
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into this group are those who develop 
diverticulitis at a relatively young age, or 
those who have a very severe deformity 
of the sigmoid on radiological examina- 
tion, or those who have developed urinary 
symptoms indicating the fact that the sig- 
moid is already adherent to the bladder. 

Consequently, in many instances from 
the behavior of the patient as he is ob- 
served under medical therapy, or from 
these other criteria that have been laid 
down, it is clear that some operative pro- 
cedure should be carried out to relieve the 
patient before severe complications do 
arise. This is now possible in many, and 
of course the great advantage in planning 
to do it this way is that most of them can 
be treated by a one-stage resection and 
anastomosis of the bowel, rather than by 
the cumbersome three-stage operation that 
not only involves three operations, but re- 
quires the presence of a colostomy for a 
period of time. 

DIVERTICULITIS OR CANCER? 

In the third group of patients a lesion 
in the colon is demonstrated that the clini- 
cian cannot diagnose accurately, but be- 
lieves that it may be either cancer or 
diverticulitis. Such confusion is actually 
very common and many times the surgeon, 
even at the time of operation, is insecure 
in his diagnosis until the specimen has 
been removed and the pathologist has ex- 
amined it. There are a few helpful ways 
in which the differential diagnosis can be 
made short of operation. 


The radiologist, of course, will have sev- 
eral guides that will help him. The pres- 
ence of diverticula is not particularly help- 
ful one way or another, since cancer may 
occur concomitantly with the diverticulo- 
sis. 

A short segment with a defect that is 
marked by square rather than tapering 
ends, must always arouse suspicion, and 
if mucosa is not present in the defect, al- 
most certainly proves the presence of can- 
cer. However, in numerous instances the 
radiologist will not be able to make a 
definite diagnosis and will require a re- 
peat examination after a short period of 
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therapy before he will make a positive 
statement. If there is not rapid improve- 
ment after a short period of therapy then 
exploration is desirable. 

Consequently, the clinician should be 
wary of a diagnosis of diverticulitis unless 
the radiologist is very certain of his find- 
ings. A sigmoidoscopy should always be 
done as well to rule out any lesion distal 
to any narrowing shown in the sigmoid. 
If there is daily discharge of blood by rec- 
tum, or tenesmus, the presence of cancer 
rather than diverticulitis is not unlikely. 
Furthermore, if symptoms do not abate 
very rapidly after a transverse colostomy 
has been done, cancer is much more likely 
to be present than diverticulitis. 

OPERATIVE PROCEDURES 

When the selection of a proper opera- 
tion for diverticulitis is made, it may be 
noted that at the present time we are car- 
rying out one-stage resections and anasto- 
mosis in approximately one-half of the 
cases of diverticulitis that require opera- 
tion. This is a method that must be re- 
garded as a rather difficult technical pro- 
cedure; the bowel is often rather difficult 
to handle, and unless meticulous care is 
taken, anastomotic leaks or refistulization 
may occur. The surgeon must be sure that 
he has good flexible bowel both above and 
below the area of resection so that the 
anastomosis will be a good one. We be- 
lieve that better results can be obtained 
by relatively long resections, and, in many 
instances, free the splenic flexure, in order 
to obtain good colon for the upper end of 
the anastomosis. An average of about 20 
cm. of bowel usually is resected. However, 
in nearly all instances, diverticula have 
been left in the proximal colon. It is very 
rare that they have produced later trouble. 
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There are many staged operations that 
can be used for the resection of the sig- 
moid. It would be undesirable here to 
engage in a discussion of the pros and 
cons of the various types. However, the 
one we have found to be the most satis- 
factory consists of three steps. In the 
first, a transverse colostomy is established, 
preferably in the right upper quadrant. 
However, if the area of sigmoid involved 
by diverticulitis is very short, a left upper 
quadrant transverse colostomy will be 
satisfactory. The second stage is carried 
out anywhere from three weeks to three 
months later. At this time the involved 
section of colon is resected and a meticu- 
lous 2-layer open anastomosis carried out. 
At the third stage, which may vary from 
ten to thirty days after the second, the 
transverse colostomy is closed. While this 
is a slow procedure, requiring a longer 
period of hospitalization and is more ardu- 
ous for the patient, it still is a safer oper 
ation even in the hands of the best trained 
surgeons. For those surgeons who have 
had relatively little experience with this 
type of disease, it is immeasurably safer 
than to attempt a 1-stage resection and 
anastomosis. 


CONCLUSION 

In the past decade, due to many factors, 
the mortality has decreased significantly. 
That of resection now is approximately 3 
per cent. Since the operative mortality is 
relatively low, it seems reasonable to con- 
clude that surgery should be carried out 
relatively early in the disease and that 
resections and anastomoses should be 
planned in essentially every case of diver- 
ticulitis. Bowel continuity and normal 
function then can be restored in nearly 
every patient suffering from this disease. 
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FULMINATING POST-INFLUENZAL PNEUMONIAS * 


HOWARD A. BUECHNER, M. D.+ 
JORDAN THOMPSON, M. D.+ 
WILLIAM H. MOSBY, M. D.+ 


New Orleans 


In the late winter of 1957, a new vari- 
ant of type A influenza virus made its ap- 
pearance in the Orient and the typical in- 
fluenzal syndrome produced by this agent 
began its rapid spread to pandemic pro- 
portions.' By June, it had reached the 
continental United States, appearing suc- 
cessively in Rhode Island, California and 
Louisiana.” In the latter state, the Asian 
strain of influenza A virus was first iso- 
lated in mid-July and by early August 
the illness had reached epidemic extent.* 


Early reports*'’ concerned with the 
clinical manifestations of this disease in- 
dicated that the illness was a classical 
form of mild to moderately severe influ- 
enza associated with little or no mortality. 
However, there has since been mounting 
evidence that while Asian influenza per se 
may be a generally benign illness, its 
complications are very significant. This 
impression is based primarily upon statis- 
tical evidence that the influenza epidemic 
has been associated with a rising incidence 
of severe bacterial pneumonias and an in- 
creased death rate from respiratory dis- 
eases,!!-!8 


At the Veterans Administration Hospi- 
tal, New Orleans, Louisiana, the medical 
staff was impressed by the large number 
of bacterial pneumonias which were seen 
during the fall of 1957, by the unusual 
severity of some of these cases, by the 
number which terminated fatally and by 
the frequent association of Asian influ- 
enza with these disorders. 


The present report concerns itself with 
an analysis of these patients and the pre- 





* Presented at the Seventy-eighth Annual Meet- 
ing of The Louisiana State Medical Society, May 
6, 1958, Shreveport, Louisiana. 

+ From the Medical Service, Veterans Adminis- 
tration Hospital, New Orleans, Louisiana, and the 
Department of Medicine, The Tulane University 
School of Medicine, New Orleans, Louisiana. 





sentation of several illustrative cases. 
ANALYSIS 

During the five-month period from Au- 
gust 1, 1957, to December 31, 1957, a 
total of 100 patients were treated for 
pneumonia, exclusive of those cases in 
which the pneumonia was considered to 
be a terminal event in the course of some 
other fatal disease. In the comparable 
periods of 1954, 1955, and 1956, pneumo- 
nia cases averaged 43 (Table 1); thus the 
1957 figure represents an increased inci- 
dence of more than 130 per cent. 


TABLE No. 1 
PNEUMONIA ADMISSIONS, DEATHS AND 
MORTALITY RATES, VETERANS ADMINISTRATION 
HOSPITAL, NEW ORLEANS, LOUISIANA 
(FIVE MONTHS, 8/1 - 12/31) 1954 - 1957 











3-Year 
Year 1954 1955 1956 Average 1957 
Admissions 32 49 49 43 100 
Deaths 4 5 1 3.3 22 
Mortality 12.2% 10.2% 2% 8% 22% 





The average mortality rate from pneu- 
monia for the three years prior to 1957 
was 8 per cent, while in the latter year 
mortality rose sharply to 22 per cent 
(Table 1). There appears to be little 
doubt that both the increased incidence 
and the unusual severity of these cases 
was directly related to influenza, since 54 
of the 100 patients gave a recent prior 
history of “flu” or a “flu’-like illness. In 
3 patients, the Asian strain of influenza 
A virus was isolated and in 2 others the 
hemagglutination-inhibition antibody titre 
exhibited significant elevation. In the rest 
of the cases the diagnosis of previous in- 
fluenza was made on clinical grounds 
alone. 


Twenty-four patients had pneumococcal 
pneumonia; 12 staphylococcal pneumonia 
and 6 Klebsiella pneumonia. In the re- 
mainder, the specific etiological agent 
could not be positively identified, although 
Pseudomonas aeruginosa, Aerobacter aero- 
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genes, Escherichia coli and Beta hemolytic 
streptococci were suspected to represent 
the causative organism in a few cases. A 
comparison of these figures with those of 
the preceding three years (Table 2) dis- 
closed that the incidence of pneumococcal 








TABLE No. 2 
ETIOLOGICAL TYPES OF PNEUMONIA 
VETERANS ADMINISTRATION HOSPITAL, 
NEW ORLEANS, LOUISIANA 
(FIVE MONTHS, 8/1 - 12/31) 1954 - 1957 

Year —“‘;SC‘*d‘ 1955 «1956 1957 
Pneumococcal 6 11 2 24 
Friedlander’s 0 0 3 6 
Staphylococcal 0 1 0 12 
Unidentified 26 


37 44 58 





pneumonia had not increased significantly 
over the 1955 figure and the incidence of 
Friedlander’s pneumonia was similar to 
that observed in 1956, but there had been 
a sharp rise in the number of staphylococ- 
cal pneumonias over any prior year. In 
addition, staphylococci were identified in 
a mixed flora from 38 of the cases in 
which specific etiology could not be de- 
termined, and it is quite possible that 
these organisms were primarily respon- 
sible for the pneumonic process in a con- 
siderable number of patients other than 
the 12 listed above. 


An analysis of the 22 deaths revealed 
that 17 of these patients had a history of 
prior influenza, although the Far East 
virus was isolated in only 2 instances. 
Nine patients died of staphylococcal pneu- 
monia while only one died of pneumococ- 
cal pneumonia and one of Friedlander’s 
pneumonia. In the remaining 11 patients, 
the exact type of pneumonia was not iden- 
tified. Thus it is obvious that staphylo- 
coccal infections were the leading cause of 
death in this series, producing a mortality 
rate of 75 per cent (Table 3). In those 
instances in which sensitivity studies were 
carried out, these bacteria were usually 
highly resistant to all available antibi- 
otics. 

The fulminant nature of these pneumo- 
nias is attested by the fact that 4 patients 
died in less than twenty-four hours after 
admission. Fifteen patients died in less 
than five days and the average duration 


POSTINFLUENZAL PNEUMONIAS—Buechner, Thompson, Mosby 











185 
TABLE No. 8 
MORTALITY RATES ACCORDING TO SPECIFIC 
ETIOLOGY IN ONE HUNDRED PNEUMONIA CASES 
VETERANS ADMINISTRATION HOSPITAL, 
NEW ORLEANS, LOUISIANA 
FIVE MONTHS — AUGUST 1— DECEMBER 3°31, 1957 
Number Number Mortality 
Type of Pneumonia of Cases of Deaths Rate 
Pneumococcal 24 1 4.2% 
Friedlander’s 6 1 17 % 
Staphylococcal 12 9 75 % 
Unidentified 58 11 19 % 
Total 100 22 








of life after admission, for the entire ser- 
ies, was 7.5 days. This experience closely 
parallels that of others, namely Hers, et 
al © who, in a study of 103 cases of fatal 
influenza in the Netherlands, found that 
more than half the deaths were caused by 
Staphylococcus aureus. In addition, they 
stated that: “ . in the young age- 
groups many of the cases complicated by 
infection with staphylococci ran a fulmi- 
nant fatal course, with rapidly superven- 
ing shock from toxemia.” Giles and Shut- 
tleworth,'® reporting 46 influenza deaths 
from England, describe an overall mor- 
tality rate from pneumonia in excess of 
25 per cent. The most common bacterial 
pathogen was Staphylococcus aureus, and 
these organisms apparently accounted for 
one-third of the deaths. Differing some- 
what from Hers’ experience, most of the 
deaths occurred in the 41 to 75 age group. 
Our own findings were very similar to 
this. Only 2 deaths occurred in persons 
below age 40, while the ages of the re- 
maining 20 patients dying of pneumonia 
ranged from 42 to 71 years. 

In Giles and Shuttleworth’s * series, it 
was further noted that 76 per cent of their 
patients had chronic pre-existing diseases. 
Those with chronic lung disease, hyper- 
tension, and rheumatic carditis appeared 
to be especially vulnerable to infection and 
subsequent death. In another study of 
respiratory deaths associated with Asian 
influenza, Herrmann, et al'* noted the 
occurrence of alcoholism and/or chronic 
liver disease in 11 of 13 fatalities in per- 
sons over 30 years of age. 

Again our own experience was remark- 
ably similar to that of the above authors. 
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All except 2 of our patients suffered from 
some type of chronic disease. Heart ail- 
ments, either arteriosclerotic or hyper- 
tensive, were found in 12 cases, alcoholism 
and/or liver disease in 10, diffuse obstruc- 
tive pulmonary emphysema in 8 and tu- 
berculosis in 3. Other disorders occurring 
in single cases included diabetes mellitus, 
multiple myeloma, myelofibrosis, nephro- 
sclerosis, and crippling injury to the lum- 
bar spine. Thus there appears to be little 
doubt that older persons, particularly 
those with chronic diseases of the heart, 
lungs, and liver are more susceptible to 
postinfluenzal pneumonia and are more 
likely to succumb to this complication. 

Another finding which appears to be of 
possible prognostic significance is the level 
of the blood leukocytes. Those patients 
with the most severe infections tended to 
exhibit leukopenia and a few showed neu- 
tropenia while leukocytosis was in general 
an uncommon occurrence. Although leuko- 
cyte counts ranged from 2,500 to 28,000, 
in only 4 cases was the admission deter- 
mination above 11,000 and in 2 of these 
patients the white blood cells fell to lower 
levels as the clinical course worsened and 
the pneumonic process progressed. 


The following are example cases of ful- 
minating pneumonias which were appar- 
ently postinfluenzal in origin. 


CASE REPORTS 

Case No.1. H.A.J., Reg. No. 28,548, a 58-vear 
old Negro male gardener, was admitted to the hos- 
pital on November 5, 1957, for the treatment of 
suspected bronchopneumonia. The patient had been 
hospitalized on two prior occasions (1953 and 1956) 
for the treatment of bronchopneumonia superim- 
posed upon chronic pulmonary emphysema. He had 
complained of shortness of breath associated with 
his primary disease since 1924. He was a known 
alcoholic. Seven days prior to admission, he devel- 
oped a mild upper respiratory infection but did 
not consider himself to be seriously ill until four 
days later when he noted the onset of moderately 
severe substernal pain, weakness, fever, chilly 
sensations and shortness of breath. These symp- 
toms persisted and the patient finally sought ad- 
mission to the hospital. 


Physical examination revealed an elderly pa- 


tient who did not appear to be acutely ill or in 
any 
102°; 


particular distress. The temperature was 
pulse 100; blood pressure 110/70. The AP 
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diameter of the chest was increased with fixation 
of the ribs in a horizontal position. The lungs were 
hyperresonant to percussion and rhonchi and ex- 
piratory wheezes were audible bilaterally. The 
remainder of the physical examination was essen- 
tially normal. 

Laboratory data: An x-ray of the chest on ad- 
mission disclosed pulmonary emphysema with no 
evidence of active pathology (Fig. 1). On Novem- 








Figure 1.—(Case 1): X-ray of the chest at 
time of patient’s admission to the hospital (11/5/ 
57). This film shows no evidence of pneumonia. 


ber 5, 1957, the white blood cell count was 8,250 
with 81 per cent neutrophils. Staphylococcus aure- 
us, Neisseria catarrhalis and Alpha Streptococcus 
were cultured from the sputum. A blood culture 
was negative. On November 7, 1957, a smear of 
the sputum revealed many gram-positive cocci and 
a culture isolated Staphylococcus aureus which was 
sensitive to erythromycin, chloramphenicol, alba- 
mycin and sulfadiazine. A repeat white blood cell 
count was 5,250 with 80 per cent neutrophils. 
Hospital course: The patient did not appear 
acutely ill on admission, but due to the elevated 
temperature and the physical findings suggestive 
of an early bronchopneumonia, he was placed on 
penicillin in dosage of 400,000 units every eight 
hours. On this therapy he appeared to show clini- 
cal improvement and his course was considered 
to be generally satisfactory. However, he re- 
mained febrile, and moist rales were heard over 
both lower lung fields with greatest prominence 
on the left side. Two days after the institution 
of therapy, the patient suddenly coughed up a 
small quantity of bright red blood and complained 
of increasing dyspnea associated with pain in the 
left chest. His temperature rose to 104.6° and a 
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state of mild shock developed. A portable chest 
x-ray taken at this time showed the appearance 
of a dense infiltration involving the lower one- 
half of the left lung (Fig. 2). Intensive antibiotic 


af 





Figure 2.—(Case 1): X-ray of the chest taken 
on 11/7/57 (2 days after film in Fig. 1), showing 
sudden appearance of an extensive pneumonia in 
the left lower lobe. This film illustrates the ex- 
treme rapidity with which staphylococcal pneumo- 
nia may develop. The patient expired less than 7 
hours after this x-ray was taken. 


therapy was then initiated, consisting of intraven- 
ous chloramphenicol and intramuscular erythro- 
mycin. Despite these measures, the patient’s con- 
dition rapidly deteriorated with deepening coma 
and shock. Levophed and hydrocortisone were giv- 
en without benefit and the patient expired less 
than seven hours after the episode of hemoptysis. 
Autopsy findings: Postmortem examination dis- 
closed diffuse reddening of the trachea and bron- 
chial mucosa with a moderate amount of reddish 
hemorrhagic appearing fluid being present. The 
entire left lower lobe was red, wet, hemorrhagic 
and solid in consistency, compatible with lobar 
pneumonia. A definite line of demarcation sepa- 
rated the upper and lower halves of the left upper 
lobe. The lower one-half again showed hemor- 
rhagic consolidation while the upper half revealed 
relatively normal lung tissue. A diffuse patchy 
bronchopneumonia was present within the right 
lung. A pure culture of Staphylococcus aureus was 
grown from the pulmonary tissue. These organ- 
isms were resistant to all available antibiotics. 
Comment: This case illustrates the ex- 
treme rapidity with which staphylococcic 
pneumonia may develop, run its fulminant 


course and produce death in spite of in- 
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tensive antibiotic therapy. It should be 
noted that the patient was elderly, an al- 
coholic, and had chronic pulmonary dis- 
ease, a combination of conditions which 
appears to be particularly detrimental. 

Case No. 2. G. B., Reg. No. 28,007, a 54-year 
old Negro male longshoreman, was admitted to 
the hospital on September 29, 1957, with the chief 
complaints of fever, chills and cough. He had 
been in good health until seven days prior to ad- 
mission when, while at work, he experienced the 
onset of general malaise and a hard, shaking chill. 
In spite of the later appearance of fever, mild 
left chest pain and a troublesome cough, the patient 
continued to work. Home remedies brought no re- 
lief in symptoms, fever persisted, his cough be- 
came more severe and productive of thick purulent 
sputum, which was tinged with blood. The patient 
was finally forced to stop working after four days 
of illness. He consulted his private physician and 
was told that he had “flu”. Treatment consisted of 
bed rest, penicillin and some unidentified capsules. 
In spite of this therapy, his symptoms persisted 
and hemoptysis increased. On reconsulting his 
physician, he was advised that he had developed 
pneumonia and should enter the hospital. : 

Physical examination disclosed an acutely ill 
patient who appeared to be in moderate respira- 
tory distress. The temperature was 103.6° F.; 
pulse 120; respiration 50 per minute; blood pres- 
sure 90/54. The posterior pharyngeal wall was 
markedly injected. Examination of the chest dis- 
closed a respiratory lag on the left side. There 
was dullness to percussion and crepitant rales 
over the entire left anterior chest. Similar rales 
were also heard at the right lung base. The re- 
mainder of the physical examination was essenti- 
ally negative. 

Laboratory data: An x-ray of the chest disclosed 
a dense pneumonic consolidation of the major por- 
tions of the left lung (Fig. 3). A sputum smear 
showed numerous gram-positive cocci resembling 
staphylococci, and a culture of the sputum pro- 
duced Staphylococcus aureus, Neisseria catarrhalis 
and Alpha streptococci. The white blood cell count 
on admission was 6,000 with 80 per cent neutro- 
phils. 

Hospital course: The patient was considered to 
be suffering from staphylococcal pneumonia com- 
plicating influenza, and he was immediately placed 
on intensive antibiotic therapy. Treatment con- 
sisted of chloramphenicol, erythromycin and peni- 
cillin in large doses. Nonetheless, the patient’s 
illness progressed in severity and was character- 
ized by a rising pulse rate—to 160—increasing 
respiratory difficulty and the production of dark, 
bloody sputum with creamy yellow streaks. Physi- 
cal signs of a rapidly spreading pneumonitis were 
detected and a repeat chest film confirmed this 
impression, showing complete consolidation of the 
left lung and contralateral involvement of the 
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right mid-lung field (Fig. 4). Digitalis, albamycin, 
streptomycin, isoniazid and para amino salicylic 
acid were added to the therapy without effect. 
Intravenous hydrocortisone produced transient im- 
provement but the clinical course again turned 


Figure 3.—(Case 2): Roentgenogram of the 
chest on 9/29/57 showing very extensive staphylo- 
coccal pneumonia of the left lung. 


Figure 4.—(Case 2): Chest film taken on 10 
1/57, 2 days after x-ray shown in Fig. 3, disclosing 
extension of the pneumonic process to the remain- 
der of the left lung and mid portion of the right 
lung, in spite of intensive antibiotic therapy. 


Death soon followed. 
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downhill. Intense bronchospasm and retained se- 
cretions caused profound respiratory distress, de- 
spite the use of oxygen, liquefying agents, bron- 
chodilators and exsufflator. The patient became 
cyanotic and comatose. He expired on the fifth 
hospital day. 

Autopsy findings: Moderate injection of the 
trachea and bronchial tree was present. There was 
extensive diffuse pneumonic consolidation through- 
out both lungs. Staphylococcus aureus was grown 
in pure culture from the pulmonary tissue. These 
organisms were resistant to all of the employed 
antibiotics. 

Comment: This was one of the most 
severe of the staphylococcal pneumonias 
which came under our observation. The 
infection was relentlessly progressive in 
spite of every available form of therapy 
and rapidly resulted in the patient’s de- 
mise. The case is somewhat unique in 
that the patient was in vigorous good 
health until twelve days prior to his death, 
when he apparently contracted influenza. 
This illness is presumed to have rendered 
him susceptible to secondary infection by 
a particularly virulent strain of staphylo- 
coccus. 

Case No. 3. C.M.S., Reg. No. 28,500; a 33-year 
old Negro male, automobile repairman, and known 
chronic alcoholic, was admitted to the hospital on 
October 30, 1957. History disclosed that two months 
earlier the patient was treated at another hospital 
for acute alcoholism and pneumonia. He was dis- 
charged after nine days, and on a follow-up ex- 
amination he was told that his chest x-ray was 
negative. Several weeks later he began to drink 
again and soon noted the onset of a “flu’’-like 
illness characterized by daily fever, general mal- 
aise and a moderate cough, productive of large 
amounts of yellow sputum. These symptoms abated 
somewhat and the patient felt fairly well until 
two days prior to admission when he experienced 
the onset of shaking chills, increased fever, weak- 
ness, severe paroxysms of coughing and the pro- 
duction of “rusty” sputum. His complaints in- 
creased in severity, he developed frank hemoptysis 
and was admitted to the hospital. 

Physical examination revealed the patient to be 
confused, hoarse, and acutely ill. The temperature 
was 100° F., pulse 130, blood pressure 54/36. There 
was a foul odor to the breath and the posterior 
pharyngeal wall was markedly injected. Crepitant 
rales were audible over the right lung field an- 
teriorly and coarse breath sounds with occasional 
wheezes were heard on the left. The liver was 
palpable 7 cm. below the right costal margin. 

Laboratory data: An x-ray of the chest dis- 
closed a dense, sharply demarcated mass-like shad- 
ow in the right hilar area (Fig. 5). The leukocyte 























Figure 5.—(Case 3): X-ray of the chest on 
10/30/57, showing a large mass-like density in the 
right hilar area. The differential diagnosis in- 
cluded bronchogenic carcinoma and lung abscess, 
but the lesion actually represents a densely con- 
solidated Friedlander’s pneumonia. Subsequent 
clinical and autopsy findings revealed rapid ex- 
tension of the pneumonic process to all other lung 
areas. The patient died approximately 30 hours 
after this film was taken. 


count was 4,450 with 40 per cent neutrophils. A 
repeat white blood cell count was 2,950; the 
hematocrit was 36. A smear of the sputum re- 
vealed gram-positive cocci and gram-negative ba- 
cilli, which on culture proved to be Friedlander’s 
bacilli. These organisms were also isolated from 
cultures of the blood. They were sensitive to chlor- 
amphenicol and tetracycline but resistant to all 
other antibiotics. 

Hospital course: The patient’s condition was 
grave at the time of admission, with continuing 
hemoptysis, mental confusion, and shock. Therapy 
consisted of massive doses of aqueous penicillin 
intravenously and intramuscularly, chlorampheni- 
col, oxygen, intravenous fluids, hydrocortisone and 
whole blood transfusions. The patient appeared to 
improve slightly and his blood pressure rose to 
80/50. By the second hospital day, his mental con- 
fusion had cleared but he complained of chest pain 
and severe dyspnea and he continued to cough up 
large amounts of sputum resembling anchovie 
paste. Re-examination of the chest revealed signs 
of contralateral consolidation of the lower two- 
thirds of the left lung. Therapy was continued, 
the blood pressure rose to 104/60 and the patient’s 
general clinical condition seemed to be improving 
when he suddenly expired, thirty-one hours after 
admission to the hospital. 
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An acute tracheobronchitis 
was present with copious amounts of thick, bloody, 
mucoid material throughout the tracheobronchial 


Autopsy findings: 


tree. The entire left lung was involved by an ex- 
tensive, diffuse bronchopneumonia. Similar find- 
ings were present in the right upper lobe. The 
right middle lobe, which was the site of original 
disease, was densely consolidated. Thick, sanguin- 
ous, mucinous secretions exuded from this lobe and 
could be scraped from the cut surface in large 
quantities. The liver was enlarged and showed 
evidence of marked fatty infiltration. 

Comment: This case represents the sole 
death in our series from Klebsiella pneu- 
monia and illustrates this disease in its 
most fulminant form. It is interesting to 
note that the patient presented several 
conditions which pointed to a poor prog- 
nosis, he was an alcoholic with severe liver 
disease and he had a progressive leuko- 
penia in the face of severe infection. 

Case No. 4. M.L. P., Reg. No. 27,513; a 28-year 
old Negro male laborer was admitted to the hospital 
on August 23, 1957, in critical condition. He had 
been in good health until six days prior to admis- 
sion when he experienced the sudden onset of fever, 
malaise, retrosternal pain, sweats, and diarrhea. 
His wife developed a similar illness at the same 
time and was subsequently found to have Asian 
influenza by virus isolation and a rising hemagglu- 
tination-inhibition antibody titre. The patient was 
treated with bed rest and home remedies and ex- 
hibited considerable improvement within the next 
twenty-four hours. However, three days before 
admission, he again became ill, complaining of 
weakness, cough, pleuritic chest pain and increas- 
ing dyspnea. His sputum became rusty in color 
and he exhibited signs of progressive mental con- 
fusion. When these symptoms continued to be- 
come more severe, he was finally brought to the 
hospital. 

Physical examination: The patient was weak, 
semi-comatose and extremely dyspneic. The tem- 
perature was 104° F.; pulse 120; respiration 48 
per minute; blood pressure 90/30. A left pleural 
friction rub was audible. Fine rales, tubular 
breathing and dullness to percussion were detected 
over the left lower lobe. Rales were also present 
over the right upper lung field. : 

Laboratory data: An x-ray of the chest dis- 
closed extensive bilateral pneumonic consolidation 
of the left lower lung and the major portions of 
the right upper lung (Fig. 6). The white blood 
cell count was 2,500 with 39 per cent neutrophils. 
Pneumococci were cultured from the blood. 

Hospital course: Because of the patient’s ob- 
vious critical condition, intensive therapy was im- 
mediately instituted. He received oxygen, chlor- 
amphenicol, streptomycin, and intravenous and 
intramuscular penicillin. However, he began to 
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Figure 6.—(Case 4): Roentgenogram of the 
chest on 8/23/57, showing very extensive pneu- 
mococcal pneumonia of both lungs. The patient 


expired shortly after this film was taken. 


vomit shortly after admission, aspirated the vomi- 
tus and expired in spite of tracheal suction, artifi- 
cial respiration and intracardiac adrenalin. He 
had survived for only one hour and thirty-five 
minutes after reaching the hospital. 

Autopsy findings: The tracheobronchial tree was 
markedly injected and contained bile-stained fluid 
which had apparently been aspirated. The right 
lung showed large areas of consolidation with only 
small zones of aerated pulmonary tissue peripher- 
ally. The left pleural space contained 400 cc. of 
purulent fluid and the left lung was completely 
consolidated. Numerous petechiae were present on 
the pericardium. The liver was slightly enlarged 
and congested. Cultures of the empyema fluid, the 
pulmonary tissue, the heart blood and the medias- 
tinal lymph nodes were all positive for pneumo- 
cocci. 

Comment: This is a case of fulminating 
pneumococcal pneumonia which almost 
certainly occurred as a complication of 
Asian influenza. It represents the only 
death from this condition in our series and 
is one of the two fatalities in otherwise 
healthy individuals. It is possible that the 
patient might have survived had he been 
brought to the hospital at an earlier date. 
The ominous significance of a pronounced 
leukopenia and neutropenia in the pres- 
ence of a severe infection is again pointed 
out. 
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SUMMARY AND CONCLUSION 

A review of 100 cases of pneumonia 
seen at the Veterans Administration Hos- 
pital, New Orleans, Louisiana, during the 
fall of 1957, appears to confirm other re- 
ports that the recent Asian influenza pan- 
demic was associated with a significant 
rise in the incidence of bacterial infections 
of the lung. These pneumonias were unu- 
sually severe, often fulminating in char- 
acter, and produced a mortality rate of 22 
per cent as compared with a mortality 
rate of 8 per cent during the preceding 
three years. Forty-one per cent of the 
deaths were due to staphylococcal infec- 
tions and 75 per cent of the patients with 
staphylococcal pneumonia succumbed to 
this disease, a situation unparalleled in the 
history of this hospital. 

Ninety per cent of the patients dying of 
pneumonia were over 40 years of age, and 
a similar number were found to have some 
type of chronic pre-existing disease. Heart 
ailments, pulmonary emphysema, alcohol- 
ism and liver disorders appeared to be 
particularly detrimental in rendering the 
patient vulnerable to death from pneumo- 
nia. Leukopenia was commonly encoun- 
tered in the presence of these severe in- 
fections and was regarded as an ominous 


prognostic sign. 
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PULMONARY MYCOSES * 
DAN E. RUSSELL, M. D. + 


Shreveport 


Mycotic infections of the lungs have 
ceased to be a medical rarity and are now 
known to occur much more frequently 
than previously suspected. Apparent in- 
crease in incidence has been due to im- 
proved diagnostic techniques (skin tests, 
cultures, special stains), to the growth of 
chest surgery (more material available for 
histopathologic study), and to increased 
interest coincident to the development of 
effective therapeutic agents. Actual in- 
crease may be due to the long term use of 
broad spectrum antibiotics which may 
lead to overgrowth of already present 
fungi, previously held in check by bac- 
teria;' a further factor may be the pro- 
longed use of ACTH or corticosteroids 
which may favor tissue invasion by fungi 
which are ordinarily saprophytic, or dis- 
semination of localized fungys infections. 

A working classification of pathogenic 
fungi which affect the lung is given in 
Table 1.° Infections with these organisms 
are rather rare and we will not discuss 
each of them. 

DIAGNOSIS 

What steps are taken to make a diagno- 

sis of one of the mycotic infections of the 


* Presented at a Postgraduate Course on Pul- 
monary Diseases, October 10, 1957. 

+ From the Department of Medicine, Confeder- 
ate Memorial Medical Center, and the Department 
of Postgraduate Medicine, Louisiana State Uni- 
versity School of Medicine. 


TABLE 1 
PATHOGENIC FUNGI AFFECTING THE LUNG 

















A. Bacteria-like: 
1. Actinomyces bovis 
2. Nocardia asteroides 
B. Yeastlike: 
1. Cryptococcus neoformans 
2. Candida albicans 
3. Geotrichum candidum 
C. Yeast-Mold: 
1. Blastomyces dermatitidis 
2. Blastomyces brasiliensis 
3. Histoplasma capsulatum 
4. Sporotrichum schenckii 
D. Molds: 
1. Coccidioides immitis 
2. Aspergillus fumigatus 








. 
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Diseases 


janyai, Andrew L., (Editor) “Nontuberculous 
of the Chest,” 1954. Courtesy of Charles C 
Thomas, Publisher, Springfield, Illinois. 


lung? First it must be remembered that 
many of the pulmonary mycoses are sys- 
temic as well. Material may be obtained 
from discharging sinuses, aspiration of 
subcutaneous and open abscesses, scraping 
from ulcerative skin lesions, sputum, bron- 
chial washings, blood, bone marrow, spinal 
fluid, or biopsy of lymph node or other 
tissue.* Regardless, the diagnosis cannot 
be made until the causative fungus is iso- 
lated. 


In some cases the organism may be 
suspected if fungi are found in a fresh 
specimen by making a mount using lacto- 
phenol or potassium hydroxide. 
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Usually it is necessary to culture the 
fungi and this procedure requires a vari- 
ety of media. The routine used in the 
Confederate Memorial Medical Center is 
shown in Table 2. This is a rather com- 

TABLE 2. 
ROUTINE OF CULTURING FUNGI 
SAMPLE (SPUTUM, PUS, FLUID, TISSUF) 











Blood Agar BAB Thiogly 





Base (BAB) Sabouraud’'s Sabouraud’s collate 
Actidione + — - ~ -— 
Pen-Strep. + - A. ihe = 
INCUBATE 
Room Temp. (27-30°C) 35-37°C 
BAB — BAB + 
Sab. Sab. + 
Thioglycollate 
Mold phase Tissue phase 
Resist Sensitive Sensitive 
Antibiotics Actidione Pen-Strep. 
Histoplasmosis Cryptococcus Actinomyces 
Blastomycosis Actinomyces TBC 


Coccidioides 
Sporotrichosis 





plex procedure but unless done properly 
the culture will be of limited value. At 
least three different series of cultures 
should be done if possible. Since many of 
the pathogenic fungi grow slowly, the 
laboratory should not discard the culture 
before four weeks. Improvement in stain- 
ing methods has greatly improved the in- 
cidence of positive diagnosis in recent 
years. 

It may be necessary to do animal inocu- 
lation in some cases when cultures fail. 
Mice seem to be the most susceptible ani- 
mals. 

Skin tests are helpful in coccidioido- 
mycosis, histoplasmosis and blastomycosis. 
The tests should be done simultaneously, 
with a control, since they may exhibit 
cross reactions.* However, any active my- 
cotic infection the patient has will give 
the strongest positive reaction. A positive 
test merely means the patient has had the 
disease at one time and now has some 
immunity. The test has definite diagnos- 
tic value when it changes from a negative 
to a positive reaction during the course of 
the infection. It is interpreted the same 


as the tuberculin skin test. 
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Coccidioidomycosis, histoplasmosis, and 
blastomycosis may also be diagnosed by a 
positive complement fixation test during 
an active infection as they produce an 
immune type of antibody.’ 

A history of exposure in an epidemic 
area may be helpful in diagnosing coccidi- 
oidomycosis and histoplasmosis. In Fig- 
ures 1 and 2 are shown the endemic areas 
for each of these conditions.* 
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Coccidioidomycosis. Geographic distribution of areas of endemicity in the United States (After 
Smith, California Med., vol. 75 
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Figure 1. 
Reprinted with permission from Dr. Charles E. 
and California Medicine 


Smith 
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Geographic distribution of histoplasmin sensitivity in the United States. (Modified after Palmer, Pub. 
Health Rep., vol. 61.) 


Figure 2. 

After Palmer in Conant et al. Manual of Clinieal My- 
cology, 2nd Ed., 1954, Philadelphia and London, W. Bb. 
Saunders Company. 

SYMPTOMS 

In general the symptoms produced by 
all of these pulmonary mycotic infections 
are similar, consisting of cough, loss of 
weight, night sweats, fever, dyspnea, pur- 
ulent sputum and hemoptysis.' These are 
certainly not diagnostic of a fungus infec- 
tion. The physical findings in the chest 
are likewise nonspecific or absent. Gener- 
ally the mycoses invade chiefly the hilar, 
middle, and lower pulmonary fields, but 
apical involvement certainly does not rule 
them out. Thus it is seen that the final 
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Figure 5.—Blastomycosis. W. M. age 31. Diag- 
nosis by surgical resection. 


Figure 3.—Histoplasmosis. W. M. Posi- 


tive culture from sputum. 


age 72. 





’ - “ 
“ 7 , 7 


Figure 4.—Histoplasmosis. C. M. age 5. Diag- 
nosis clinically with help of strongly positive skin Figure 6.—Blastomycosis. Diagnosis by lung 
test but without any other proof. biopsy. 











194 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY June, 1958 








L. 4 


Figure 7.—Blastomycosis. W. M. age 46. Diag- 
nosis from lung resection. 


Figure 9.—Torulosis. C. F. age 60. Diagnosis 
by autopsy. 
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Figure 8.— Actinomycosis. Diagnosis by cul- Figure 10.—Torulosis. C. M. age 65. Diagno- 
ture and smear of sputum. sis by culture of pus from chest wall. 
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Figure 11.—Coccidioidomycosis. C. M. age 24. 
Diagnosis from surgical decortication. 


diagnosis rests with the laboratory. 

Figures 3 to 11 show the x-ray appear- 
ance of 9 cases of definitely diagnosed 
pulmonary mycosis which have been seen 
at the Confederate Memorial Medical Cen- 
ter; they demonstrate clearly that diag- 
nosis is not possible from the x-ray pic- 
ture alone. 


MUCORMYCOSIS 

A new mycotic disease has been added 
to the group shown in classification of 
Table I. This is mucormycosis,*® caused by 
fungi that are common in nature, frequent 
laboratory contaminants, and not usually 
considered to be pathogens. It is generally 
encountered as a complication of other dis- 
eases, uncontrolled diabetes mellitus and 
leukemia being the most common. This 
disease has been recognized only in the 
U. S., Canada, and England, but is prob- 
ably world wide in distribution. Unlike 
most of the older mycoses, it is an acute 
rather than a chronic infection, and takes 
cerebral and pulmonary forms mainly. 
Diagnosis has been made by examination 
of tissue specimens taken at autopsy, the 
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characteristic finding being that of inva- 
sion of arteries and veins by fungi pro- 
ducing thrombosis and infarction. 

Culture is not in itself diagnostic since, 
like monilia, it is such a common contami- 
nant. Control of the predisposing disease 
such as diabetes mellitus is the only known 
treatment. It is not a common illness and 
is being discussed because of its fairly 
recent investigative interest. 


THERAPY 

Therapy of these various pulmonary 
fungus infections has made definite prog- 
ress in recent years. Actinomycosis is 
best treated with penicillin in a dose be- 
tween one million and two million units a 
day for one or two months.® Longer peri- 
ods of treatment are required for more 
severe cases. Some recommend concur- 
rent therapy with sulfonamides. 

Blastomycosis can be successfully treat- 
ed with hydroxystilbamidine. Amphoteri- 
cin B is probably much more potent, less 
toxic, and more rapidly effective. Dr. 
John Seabury’ has done extensive research 
with this drug and informs me that it is 
at the present time also the most effec- 
tive agent for treating systemic candidi- 
asis, cryptocococcosis, coccidioidomycosis, 
and histoplasmosis. However, this drug 
has not yet been released for general use. 

Nocardiosis is almost always improved 
by treatment with one of the sulfonamides 
but these are only nocardiostatic. 

Aspergilli are sensitive to the diami- 
dines. Potassium iodide is still used on 
sporotrichosis, but in severe involvement, 
the diamidines should be tried. 


SUMMARY 

To summarize I have attempted to pre- 
sent the diagnostic procedures to be uti- 
lized in making a diagnosis of the various 
pulmonary mycoses. A few x-rays were 
shown to point out the necessity of labora- 
tory aids, especially cultures, in making 
a diagnosis. A _ relatively new mycotic 
disease, mucormycosis, has been discussed 
briefly. And last, the present day therapy 
of choice for these fungus infections has 
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been listed. Amphotericin B seems to be 
the most effective therapeutic agent at the 
present against the yeast-like fungi. 
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SOME EXPERIENCE WITH PERPHENAZINE, 
A NEW TRANQUILIZER 
JOHN L. SIMON, M.D. 


Jackson, Louisiana 


We have recently been furnished the 
opportunity to try a new tranquilizing 
preparation of the phenothiazine family, 
perphenazine (Trilafon, Schering).* Our 
case material consisted of 28 patients in 
the Active Intensive Treatment Building 
of the East Louisiana State Hospital. 
These included patients of both sexes, pre- 
dominantly young and middle-aged. Only 
white patients were available for this 
study. 

The drug was used alone in the han- 
dling of some patients. In others, it was 
used in conjunction with other methods 
of treatment, especially electric shock. We 
administered the drug over a period of 
time for chronic tranquilization in most 
instances; in some cases we used it paren- 
terally to secure immediate sedation. 

The drug was supplied to us in 4 mg., 
8 mg., and 16 mg. tablets for oral admin- 
istration, and in ampuls of 1 cc. (5 mg.) 
for parenteral injection. In many cases 
we began with the administration of 4 
mg. three times daily. This usually 
achieved no observable effect. Definite 
responses were, however, obtained with 8 
mg. three times daily. We rarely gave as 
much as 16 mg. three times daily. 

SIDE EFFECTS 

By and large, the impression of the 
staff toward perphenazine was not favor- 
able as compared with other tranquilizing 





* Perphenazine for this study was generously 
donated by the Schering Corporation, Bloomfield, 
New Jersey. 


agents with which they had had previous 
experience. Our initial efforts with per- 
phenazine, unfortunately, brought out side 
effects of the drug which were frighten- 
ing. The occurrence of marked extrapyra- 
midal syndromes with protrusion of the 
tongue and drooling made the patients 
who incurred this effect the object of im- 
mediate concern to those about them. 


There was one death among the patients 
who received perphenazine. While fairly 
certainly not related to the use of the 
drug, this death nevertheless had a damp- 
ening effect. This case is summarized at 
the end. 


The most striking side effect of per- 
phenazine was the production of an extra- 
pyramidal syndrome. This was sometimes 
of quite rapid development, coming on, 
for example, in one case one day after the 
institution of the drug. Characteristic of 
the extrapyramidal syndrome produced by 
perphenazine was marked protrusion of 
the tongue and drooling. In some cases 
there was development of a notable motor 
syndrome without appreciable tranquiliza- 
tion. At the same time, we can vouch that 
the drug has definite effect as a tran- 
quilizer in many patients. 

We observed habit-forming properties 
of the drug in only one case. This was a 
patient who had been admitted for alco- 
holism but should probably be regarded 
as a schizophrenic. He received 4 mg. of 
perphenazine three times daily. After the 
drug was discontinued, he asked for it. 
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again and said of it, “I don’t worry when 
I’m getting it. I don’t get those depressed 
moods that I did that caused me to drink. 
I don’t worry and I don’t get depressed.” 

One patient who had previously been 
given chlorpromazine was tried on per- 
phenazine. He expressed a preference for 
the former drug. However, it should be 
noted that neither of these two drugs 
alleviated his chronic state of depression 
enough to keep him out of the hospital, 
nor, for that matter, did electric shock 
treatment or iproniazid which has since 
been administered to him. 


It is interesting to note that one patient 
who was begun on 4 mg. of perphenazine 
three times a day, on March 15, com- 
plained as early as March 30 that his 
tongue had been hanging out and that he 
could hardly talk. We did not then realize 
the connection between perphenazine and 
lingual protrusion but, relating the pa- 
tient’s complaint to his hypochondriasis, 
increased his dose to 16 mg., three times 
daily. In three days we had produced 
one of the most striking pictures of Par- 
kinsonism, natural or iatrogenic, that the 
writer has ever seen, with bodily flexion, 
protrusion of the tongue, and viscous ropy 
saliva drooling downward from its tip. 
On April 3, the drug was stopped with 
rapid return of the patient to normal mo- 
tility. He later described his feelings while 
taking the drug as comparable to being 
on a “dead drunk”; he had been drowsy 
and his muscles “seemed to tighten up like 
cramps.” 

Another patient, an elderly female, had 
similar unpleasant sensations from the 
drug. This woman for years had refused 
to acknowledge the death of her husband; 
she demanded insistently of the psychia- 
trist that her (deceased) spouse be sum- 
moned to take her home. She was given 
perphenazine to determine whether it 
would reduce her agitation. The drug 
was administered to her in varying doses, 
8 mg. three times daily, and 16 mg. three 
times daily. Because of somewhat incon- 
sistent results, and the suspicion that the 
patient was not actually ingesting the 
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drug, we changed from oral to intramus- 
cular medication of 5 mg., three times 
daily, and later 5 mg., twice daily. While 
receiving the drug she complained of 
“drawing all over” and of weakness. She 
became rigid and incoordinated in move- 
ment. Finally she could hardly rise. She 
lost her appetite. Her speech became slow 
and thick. However, there was little alle- 
viation of her anxiety and, so long as she 
could move about, little diminution of her 
excess activity. 

At the close of her two months’ period 
of observation with perphenazine, the pa- 
tient was asked to describe its effects upon 
her. Her statement can not, of course, be 
taken at face value because she always 
complained. She wrote: “The medicine 
makes me feel very nervous and restless, 
and I do not sleep soundly. I was feeling 
so well and was helpful, much more than 
I now am to both the nurses and patients, 
before taking. Please have my husband 
take me home immediately.” 

The refusal of food on the part of the 
above-mentioned patient is probably re- 
lated to the administration of perphena- 
zine. Food was also refused by the two 
patients summarized at the end, both of 
whom received oral and parenteral per- 
phenazine. The refusal may or may not 
be related to the drug in their cases: both 
of them presented psychiatric pictures 
frequently associated with refusal to eat. 

We used injectable perphenazine in six 
cases. For the most part it was given 
intramuscularly. In one case a violently 
disturbed patient was first given 5 mg. 
intramuscularly; when this failed to quiet 
her significantly, she was given an addi- 
tional 5 mg. by the intravenous route. 
There was some immediate calming, but 
fairly soon afterward she had to be given 
intramuscular chlorpromazine. 

One young woman, transferred to us 
from another hospital in a greatly dis- 
turbed state despite the initiation of elec- 
tric shock treatment there, was given 
two intramuscular injections, three hours 
apart, of 10 mg. of perphenazine each. 
Previously so excited that she required 
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restraint, after the injections she slept 
well all night. 
_ One case has already been mentioned in 
which regular dosage of intramuscular 
perphenazine was administered because it 
was doubtful whether the patient was 
taking the oral perphenazine that had 
been ordered. Her intramuscular dose was 
5 mg., three times daily for four days; 
then, because of the lethargy and un- 
steadiness which she developed, the dose 
was reduced to 5 mg. twice daily. The two 
cases summarized at the end both received 
intramuscular and oral perphenazine, and 
both developed marked extrapyramidal 
syndromes. The sixth case who was given 
parenteral perphenazine received only one 
dose of 5 mg. intramuscularly in an at- 
tempt to alleviate nausea and nervousness 
of which she was complaining. Though 
these symptoms were said to be ameli- 
orated she was receiving electric shock 
treatment at the time so that no conclu- 
sions can be reached concerning an inde- 
pendent effect of perphenazine. In none 
of the patients who received parenteral 
perphenazine was there any local reaction. 

Two cases which present features of 
interest in connection with perphenazine 
are briefly abstracted below. 

CASE REPORTS 

Case No. 1. P. J. L., a boy of 19, was brought 
to the East Louisiana State Hospital on April 11, 
1957. The present writer saw him while he was 
still in the automobile. The patient was asleep 
with his head on the lap of his escort. Information 
that came with him said that he had been given 


intravenous amobarbital sodium to quiet his excite- 
ment. 

The following day, April 12, 1957, the patient 
was awake and able te sit up, but created no spe- 
cial problem. By April 13, 1957, he had become 
excited and had to be restrained hand and foot. 

Physical examination on that date revealed a 
young adult male lying on the bed with both upper 
and lower limbs in restraints. There was severe 
facial acne vulgaris. The heart was regular and 
no murmurs were heard. The chest was clear an- 
teriorly so far as could be ascertained. The blood 
pressure was 150/100 in the right arm with the 
patient recumbent but noisy and straining. The 
abdomen was negative. The knee jerks were lively. 
The dorsalis pedis arteries were palpable. 

Much of the time the patient kept his eyes 
closed. He shouted aloud intermittently as if he 
were conducting one side of a conversation. Cer- 
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tain themes kept recurring in his stream of talk. 
Some representative snatches include the follow- 
ing: “Thought I didn’t know what was going on, 
but I am finding out. Getting hotter and hotter all 
the time. Or else you all are going to have to 
come with me too. That is the date that I was 
expecting. I didn’t want to tell you. That was 
what was worrying me. I hear a horn outside.” 

There were frequent references to the “date”; 
once the patient referred to a date which his 
mother had with a man. He frequently cried out 
that he was burning and that he was getting 
hotter. He mentioned the names of several people 
who were not present. 

The patient was given perphenazine, 10 mg. in- 
tramuscularly, at once and 8 mg. three times a 
day by mouth. April 16, three days later, he was 
still out of contact, although somewhat quieter. He 
had to be retained in seclusion and, when the door 
was opened momentarily, attempted to leave the 
room by forcing his way past someone at the en- 
trance. He was not eating well, and had vomited. 
Moreover, he displayed a marked extrapyramidal 
syndrome with drooling of thick viscous saliva 
which hung down from his mouth. Perphenazine 
was discontinued, our intention being to initiate 
more drastic treatment. 

April 17, the patient was still out of contact, 
noisy, and violent. The extrapyramidal syndrome 
had largely disappeared. His temperature was 
elevated and he was given two doses of aspirin, 0.6 
Gm. each. His temperature fell, but rose again and 
at 1 A.M. on April 18 he was transferred to the 
Infirmary. At this time his temperature was 102 
degrees, his pulse 128, his respirations 24, and his 
blood pressure 190/90. He was given 0.5 Gm. of 
streptomycin and 600,000 units of penicillin. 

At 5.30 in the morning of April 18 the patient 
was seen by the physician in charge of the In- 
firmary. The patient then complained of a sore 
throat and of pain in the legs. He begged to have 
his restraints removed. 

The heart sounds were good and the pulse rate 
about 90 per minute. The lungs were negative. 

The restraints were removed and the patient, 
despite his promise to stay in bed, went to the 
water fountain for a drink. Shortly thereafter he 
was found underneath the bed. Accordingly, re- 
straints were reimposed. At 8 A.M. he was given 
0.6 Gm. of aspirin. At 1 P.M. because of over- 
activity, he was given an intramuscular injection 
of 0.25 Gm. of amobarbital sodium. His temper- 
ature rose again to 103.6 degrees and his pulse 
rate increased to 120 per minute. He was so rest- 
less that the amobarbital sodium was repeated at 
5 P.M. 

About 7:45 P.M. the Infirmary attendant found 
the patient in deep coma with vascular collapse. 
By the time of the arrival of the writer at 8:15 
P.M. the patient had been given 2 cc. of niketha- 
mide. The radial pulse was imperceptible and the 
heart sounds inaudible. There were faint respira- 
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tory movements. Additional resuscitatory meas- 
ures were applied, but the patient’s respiratory 
movements ceased at 9:05 P.M. and he was pro- 
nounced dead. 

Autopsy was performed by Dr. Albert L. Mc- 
Quown at Our Lady of the Lake Hospital in Baton 
Rouge. The summary states: “Necropsy reveals 
no absolute anatomical or microscopic cause of 
death. The only interesting finding was marked 
increase in glycogen of the liver cell nuclei and 
early focal necrosis. This is not sufficient to ex- 
plain the death. Occasionally psychotic patients 
die suddenly as this boy did with no known cause. 
This apparently is another of these cases.” 

After the patient’s death a number of telephone 
calls came into the hospital from the patient’s 
neighborhood. He was said to have been bitten 
by a dog. Dr. J. D. Martin, Chief of the Section 
of Epidemiology of the Department of Health of 
the State of Louisiana, made a detailed investiga- 
tion which he summarized by saying: “A rumored 
human death due to rabies was investigated. The 
fact that the dog which bit the man was alive and 
well at least twelve days after the biting, and that 
the man lived for eleven days after developing 
maniacal symptoms, suggests an illness other than 
rabies. The two most likely diagnoses are: 

1. Schizophrenia—catatonic type with liver 
damage. 
2. Encephalitis—undetermined etiology with 
liver damage.” 
However, when the microscopic reports on the 
brain arrived, they did not support encephalitis as 
a diagnostic probability. 

Case No. 2. I. H., a young woman of 32, was 
admitted to the East Louisiana State Hospital on 
April 8, 1957. She was the mother of five chil- 
dren. Her illness had been gradual in onset with 
increasing excitement, talkativeness, and insomnia. 
The admitting physician noted that she reeked of 
paraldehyde and that she cursed and talked in- 
cessantly. She was excited, overactive, threaten- 
ing, and of the belief that people were against her. 
Bruises were noted all over her body. 

Examination by the present writer, on April 9, 


———— 
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1957, revealed a lean hyperactive young adult fe- 
male. She was edentulous. There were many 
bruises over the body. The heart was rapid and 
regular. The lungs were clear. Blood pressure was 
140/80 in the left arm with the patient recumbent. 
The abdomen was lean and striated. 

The patient was markedly hyperactive and ex- 
cessively talkative. She was restrained with a 
cuff. Even with this she moved about so actively 
that it was feared that she would fall off the bed. 
Upon any stimulation she embarked upon a noisy 
stream of incoherent chatter. Questions directed 
to her served as mere points of departure for 
superficial associations which amounted to word 
salad. 

The patient was given 10 mg. of perphenazine 
intramuscularly and this was later repeated; 8 
mg. of perphenazine was ordered three times daily, 
but she refused medicine by mouth and was given 
a third injection of 10 mg. of perphenazine by the 
intramuscular route. 

The following day the patient was almost mute. 
She lay on her bed motionless in an attitude of 
universal flexion. The tonus of her limbs was 
normal. She drooled thick viscous saliva which she 
wiped off on the bed clothes. Upon request she 
protruded her tongue but did not answer when 
the examiner spoke to her. 

A day later, April 11, the patient had lost her 
extrapyramidal syndrome and was again hyper- 
talkative. Her dosage of perphenazine was in- 
creased from 8 mg. to 16 mg. three times daily. 
By April 15, her motility disorder had returned 
but was less marked than previously. Her tongue 
protruded but she did not drool. She was over- 
talkative and as incoherent as before. Later drool- 
ing recurred. April 18, perphenazine was discon- 
tinued. The patient then was given a series of 
eleven electric shock treatments to which she re- 
sponded well. Her mental state cleared and she 
became rational. She was paroled from the hospi- 
tal on June 4, 1957. 


Note: Appreciation is expressed to Mrs. Ear- 


line Wilcox, R.N., for her help in making this 
study. 





THE PSYCHOSOMATIC ASPECTS OF HYPERTENSION * 


ROBERT S. PICARD, M.D. 
Shreveport 


This paper will cover my personal ex- 
periences in the psychosomatic evaluation 
of the patient with hypertension. It cov- 
ers a group of approximately 50 people 
whom I have seen primarily in the past 


* Presented at the Seventy-seventh Annual 
Meeting of the Louisiana State Medical Society, 
May 7, 1957, New Orleans. 


year, but several of whom—before I be- 
came primarily interested in the subject— 
over a period of four to five years. I 
have spent anywhere from forty-five min- 
utes to twenty hours with these individual 
patients in the discussion of the psychic 
backgrounds and their present personality 
problems. In this study there were found 
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to be certain patterns that kept recurring 
with such a high percentage of frequency 
—quite a few of which had never previ- 
ously been reported in the medical litera- 
ture—that I felt it to be of value to stick 
my neck out to present these findings at 
this meeting. 
CHILDHOOD 

From my observations, there is one ex- 
perience that appears to be commonly 
present in the childhoods of all hyperten- 
sives. What I have found primarily in 
the background of all these people is the 
realization at an early age that existence 
on this planet indeed does take place in a 
“vale of tears’. Not for themselves; but 
for others do they find out early that life 
is not always pleasant, that there are ar- 
guments, there are scenes, there are peo- 
ple who suffer, who shoulder responsibili- 
ty which they have no desire of doing. In 
no hypertensive that I have treated or 
talked to has this failed to come out. 
There has always been remembered a feel- 
ing coming on before adulthood of com- 
passion for a parent or a parent substi- 
tute. Which parent, surprisingly in either 
sex of the hypertensive, does not matter. 
I have seen it more frequently expressed 
as compassion for the mother but pity for 
the father is certainly not rare, and in an 
occasional case is there pity expressed for 
both parents, or a sick older sibling. This 
parent has undergone unpleasant life ex- 
periences that he has not failed to conceal 
from the child nor his emotional reaction 
to this experience. Usually there are quar- 
rels and although these may not be too 
many, two or three, they are always se- 
vere in nature. With these severe quarrels 
usually the mother ends up by crying, ex- 
pressing her unhappiness to the child and 
all too frequently to be just a matter of 
coincidence telling the child, “If it were 
not for you I would leave him; I would 
have left him years ago.” This is the most 
common term but the child may see the 
father, to keep the family together, doing 
work he does not like and this dislike he 
communicates to the child who will be 
hypertensive. Or it may be that the par- 
ent is ill or dying and taking his illness 
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or death as a major universal catastrophe. 
He or she expresses his pain and suffer- 
ing, communicates his need for pity and 
the child complies and does so, for the 
rest of his or her life. 

Twenty to forty years from these inci- 
dents, depending on heredity and how 
dominating a spouse the hypertensive 
chooses for himself, hypertension develops. 
The quarrels, the crying, the dying need 
not have been incessant but the germ of 
sympathy has been implanted and with it 
the sense of pity and the realization how 
easy it is to hurt the feelings of a fellow 
man. It is for this reason, not that his 
parents object to fighting, which the hy- 
pertensive’s parents do in about the 
normal percentage, nor that he receives 
whippings, which he does, but which emo- 
tionally causes only so much transient 
physical pain—they are not the personal 
affront that they are to the ulcerative 
colitis patient—it is for this reason he 
stops fighting. At an early age he learns 
to hold in his hostility and to control his 
resentment because he feels genuinely sor- 
ry for people. 

Before leaving it, one more important 
aspect of the childhood of hypertensives 
should be mentioned. Ninety-nine per 
cent of the hypertensives as children have 
attended a funeral. There he hears the 
crying and there he sees the sorrow. No 
one has time to explain to him the natural- 
ness of death. Everyone is weeping: every- 
one is sad; death must be bad. 

I would like to say only a few words 
about adolescence. During this period the 
pre-hypertensive is usually shy and bash- 
ful. He is usually under strict surveillance 
from his parents as to where he is going, 
with whom he is going and when he will 
be back. He or she indulges in much less 
frequent sexual activity than the average 
person in his social strata. The pre-hyper- 
tensive female usually arrives at the mar- 
riage bed, to quote, “as green as grass”. 

MARRIAGE 

Then comes marriage. The average per- 
centage of hypertensives who have mar- 
ried is approximately the same as the 
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national average, although in the male, it 
is usual to see them marrying later in life 
than normal. When the individual with 
the duodenal ulcer is asked why he or she 
married, the answer is simply, “I loved 
him.” I would like to quote some of the 
reasons I have had from the hypertensive. 
“IT married because my mother was get- 
ting married and I was living with her 
and didn’t like the man whom she was 
marrying.” “I got pregnant.” “I was 14. 
He was 30. He met me at school every- 
day and gave me candy all the time; I 
thought marriage was going to be like that 
all the time.” “She was getting old and 
I was getting older. We found that we 
both needed someone.” Several times, “I 
don’t know.” Generalizing with the above 
as examples, the first two cases married 
because they were victims of circum- 
stances. Or in the others, as is much too 
common, because he or she feels sorry for 
the individual he is marrying. They marry 
people who are unhappy with their fam- 
ily; they marry people with a good educa- 
tion and with money who in spite of these 
qualifications have gotten as far as they 
can and have not reconciled themselves to 
their limitations nor ever will; they marry 
cripples or marry individuals who have 
just lost their spouses; they marry much 
too often out of pity and end up being 
dominated by non-pitying spouses. 
ANXIETIES OF LATER LIFE 

Two to forty years later these individ- 
uals turn up in our offices. They have 
just been turned down for insurance, or 
the company for which they work has just 
found on the annual or tri-annual physical 
examination that their pressure is ele- 
vated. Or they come in because they have 
had a stroke not having been seen by a 
doctor for twenty-five years. Or they are 
in heart failure unable to carry out the 
work that they had previously been able to 
do. Perhaps they have blacked out three 
or four times. Or one of their close 
friends has just died and they have be- 
come anxious about themselves. Or, if 
females, they are pregnant. It is only 
rarely that they come in for annual phy- 
sical examinations to the doctor’s office. 
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The hypertensives do not want to know 
if anything is wrong, they do not want to 
worry about it. They feel that if they do 
not know, perhaps their symptoms will go 
away. 

Looking at the individual sitting before 
you, you see a person who is anxious, but 
one who does not want you to think he is 
worried about himself or about his job. 
He does not want to admit to himself the 
insecurity that sickness makes him feel. 
From his history and from talking to the 
people who know him, you find out he has 
never let anybody else know these anxie- 
ties. His wife will tell you he never com- 
plains, he has always been independent. 
He likes to do for himself; that he likes 
to do for others. If he does a favor for 
others, he will not expect one in return. 
“T don’t know why I should have it happen 
to be sick. I never feel sick. It has been 
twenty years since I have seen a doctor. 
I have always lived right.” And inwardly 
he is as tense as hell. 

You inquire into his social 
marital background. 


life, his 
“Doc, there is noth- 
ing there. I couldn’t have married a bet- 
ter wife. We’ve been married for thirty 
years and we have never had a quarrel. 
There is nothing there to give me high 
blood pressure.” 

You check his blood pressure; it is 180 
to 260 systolic, 110 to 120 diastolic in the 
right arm; a little less in the left. You 
talk to him for a while about the weather, 
about the acceleration of the 1957 Pontiac, 
about the latest winner on the 64 Thou- 
sand Dollar Question, about his favorite 
fishing flies. You recheck his blood pres- 
sure and it has fallen to 160/90. This 
reading most of us say is basal. We tell 
ourselves we have gotten the patient rid 
of his anxiety and this patient is not hy- 
pertensive. 

But, we must realize that this moment 
is the exception; this patient for the ma- 
jority of his twenty-four hours, even dur- 
ing his sleeping hours, is not as we see 
him now in the relaxed state. The hos- 
tility and resentment he cannot express is 
within him more than it is away. Having 
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no blood pressure instrument to record 
the blood pressure twenty-four hours a 
day we must extrapolate and say that it 
‘is more common for the pressure to be 
elevated as it was when we first saw him 
than it is after we get him relaxed. 

In my own practice I like to consider 
any individual who comes to my office, 
no matter what his age, on three occa- 
sions with pressure over 160 systolic, 100 
diastolic, as being hypertensive. Arbitrary 
as it is, it is as satisfactory as any defi- 
nition that I have come across elsewhere. 
It does of necessity add one new diagno- 
sis to our list of nomenclature and that 
it, when the pressure is within normal 
limits—hypertension, essential, quiescent. 

Having rechecked the pressure, you re- 
assure the patient, you tell him to come 
back at periodic intervals. Now as regu- 
lar as clockwork he will be back. He does 
not want to die—not with Keats has he 
ever “been half in love with easeful Death, 
called him soft names.” Now he wants the 


best medical advice he can get. He wants 
to stay as long as possible on earth. 

You put him on medicine and if there 
is any manner that he can afford—inver- 


sine, ecolid, apresoline, hydrolozine, an- 
solysen, and so forth — without depriving 
anyone in his family of anything he will 
continue to take. If his spouse says any- 
thing about it, however, or if he feels 
that he is depriving spouse of anything, 
he will stop it; he will let her spend the 
money. However, there will have appeared 
another point of repressed hostility. “I 
am sick. I am about to die and I can’t 
buy my medicine.” 

During these later visits you will in- 
quire further into his social life. You will 
find that the lack of argument in his 
household is the pure result of the hyper- 
tensive’s doing. He will finally tell you 
that when his spouse starts an argument 
he will walk away. “I have never seen 
anybody gain anything by arguing. I 
don’t like to argue. I never have.” You 
will ask him specifically and he will tell 
you that he can’t stand to hear two other 
people argue. When they start he again 
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leaves. “It makes me feel funny. I know 
it isn’t good for me.” Then a few visits 
later there will finally come out some of 
the latent hostility against his wife, or in 
the case of the single individual with hy- 
pertension, against his parents. Then he 
will admit that he has always given in, 
that all his life he has been driven by his 
inability to stand up to people, to his wife, 
to others. No cause, or any amount of 
hostility is worth an argument. 

You discuss sex with the hypertensive 
and there is only the rare individual who 
has an adequate sex adjustment. The male 
is usually getting too little, but in either 
the male or female with the general lack 
of aggressiveness the opposite may be 
true, the spouse wants it too often. Es- 
pecially, this is true of the female hyper- 
tensive. Most of them are frigid and can 
recall only two to three occasions in their 
life, if any, where they have reached the 
climax. 

Gradually, we learn of his distrust of 
death. Most patients with hypertension 
die anxiously. Actually in many cases this 
anxiety precipitates their death. He is 
afraid to relax to go to sleep or be sedated, 
afraid that he will never wake up. 

In this line I think it is wise to bring 
out the frequent finding that most hyper- 
tensives believe in a physical hell, that 
none of them are ever sure that they will 
not spend eternity burning in fiery blazes. 
In spite of all they have done, they are 
noways sure they will be allowed admit- 
tance to Heaven. They are the individuals 
who, if offered their lives to live over 
again, state they would live it differently, 
that they would not have as much pre- 
marital experience as they did, they would 
not drink the few beers they have, they 
would not engage in as frequent argu- 
ments. 

TREATMENT 

Therapeutically, if these findings be 
true, what can we do with psychosomatic 
medicine to help the hypertensive? First 
of all as doctors we must learn not to let 
a blood pressure of 220 alarm us. We 
have all heard it said that the patient 
should never be told when his pressure is 
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high as it would excite him more. Not 
only in this psychosomatic illness but in 
every other one, the patient must be 
taught to learn to live with his weakness. 
Hiding from him this anxiety cannot pre- 
vent him from having others. Besides we 
might as well face it, generally our pro- 
fession make bad liars. The patient can 
usually tell by a face when we are lower- 
ing the blood pressure 60 to 80 points. We 
ourselves must come to believe the statis- 
tics that hypertension is not, even with- 
out proper management, necessarily a seri- 
ous or fatal disease. If we are not alarmed 
the pressure is 240, neither the patient 
nor the family will be. 


It is a well known fact that hyperten- 
sion in a majority of cases is handled well 
by the human body. We have all seen pa- 
tients alive thirty years after the dis- 
covery of their hypertension. To quote 
only one reference, Perera, following 500 
patients, one to forty years, found an 
average survival time of nearly twenty 
years. 


Secondly, instead of forcing the patient 
to quit his job we should encourage him 
to work. They, as a group, readily admit 
the enjoyment of working. Their whole 
life revolves around giving to the family 
or others everything they want, sublimat- 
ing their own wishes. So when they quit 
work, they have nothing to do with them- 
selves. Their work has always been their 
greatest relaxation. We then do them an 
injustice by making them quit, by exag- 
gerating the ill effects that work will have 
on their hypertension. I am sure all of 
us have seen cases in which six months 
after hypertensives have retired they have 
deteriorated rapidly, have had a stroke, 
have gone into failure and have died. It 
has been the fashion in the past to state 
that this would have happened much 
sooner had they continued working. I 
disagree. I find that working, they do 
much better. I am sure I must have come 
across one, but I can never recall a hyper- 
tensive having had a stroke at work. 


Thirdly, as a consequence of the above 
we must encourage the hypertensive to 
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find a hobby while he is still working. So 
that when the time eventually comes, as 
it must to all of us, when he must quit he 
will have something besides his health to 
occupy his mind. As a whole, hyperten- 
sives have no hobby. They take inactivity 
badly. They spend their moments anxious- 
ly worrying about their conditions and 
reading the obituary columns, wondering 
if their name will be the next to appear. 

Fourth, and most importantly, we must 
teach the hypertensive to ventilate his hos- 
tility and his resentment. If he is in the 
position like Truman and can write nasty 
letters to a music critic, it is ideal. If 
financially he cannot afford to offend 
others, let him at least write the letters 
and tear them up, or go out in the car 
and blast the winds with his ire. Teach 
him at least to admit hostility and that 
hostility is normal in the human race. 
Even to themselves consciously, hyperten- 
sives deny that they are mad at anybody. 

Don’t caution them, “Don’t fret.”’ “Don’t 
blow up or you will have a stroke.” In 
the first place, it is impossible not to get 
upset. I would wager that the greater 
majority of you here on vacation have in 
the eight hours since wakening this morn- 
ing at least found one thing to be annoyed 
with. I have. The hypertensive is no dif- 
ferent. 


Then what is the use of adding another 
restriction on the patient that he will find 
unable to carry out and which when he 
does become angry will give him further 
cause for worry about himself. Encourage 
him to ventilate. If he and his wife have 
had no arguments in thirty years, the day 
he first sees you is as good a day as 
any for him to start. I will lay you even 
money and will come out winner, that she 
will give him provocation within twenty- 
four hours after seeing you. I do not have 
to tell you people do not live together 
without differences of opinions. 


But in so doing you must explain at 
times we all get our feelings hurt and that 
in hurting his wife’s feelings he is not 
actually harming her. Very few of them 
will deny that the wife would rather have 
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a mad husband than a dead one. In spite 
of the spouse’s dominating tendencies this 
is true. Once over the shock, I have never 
heard them object to a good argument. 

Leading from this as a corollary we 
must advise them of the basic cause of 
hypertension; their excessive empathy. 
Hypertensives come in a sick room and 
undergo worse suffering than the patient. 
They go to the funeral and feel quite a bit 
-worse than the dead individual and as bad 
as any of the crying relatives. They see 
an unhappy child or a dog that has been 
run over and their whole being indulges 
in living out the tragedy. They anticipate 
hurting another’s feelings and if at all 
possible they never do. If inadvertently 
they do, they worry over it for a week 
placing themselves in the others position. 
At all times each action in life is primari- 
ly predicated on these sensitive feelings. 
Never do they do anything that might in 
the least conceivable way injure anyone 
even momentarily. 

This is, of course, a result of a lifetime 
experience. It cannot be changed over- 
night, but it is surprising how soon the 
hypertensive realizes that others’ feelings 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 


June, 1958 


are not half as sensitive as he has been 
giving them credit for nor one-quarter 
as sensitive as his own. 

Lastly, as much as anyone who has not 
visited the place, we should assure the 
hypertensive that when death comes it is 
not necessarily evil. It is not necessarily 
to be feared. Here again he should be en- 
couraged to face his fears, not encouraged 
to avoid them. He should be urged to go 
to funerals, to accept the naturalness of 
death. 

CONCLUSION 

In conclusion, I would like to bring up 
the generality that hypertension should 
not be an exclusion diagnosis and that in 
an individual with hypertension who ad- 
mits to an inability to express hostility, 
one who has had no arguments for years, 
one who expresses more than the normal 
concern for the feelings of other men and 
lastly and least important, one who dis- 
plays whether consciously or unconscious- 
ly and exaggerated concern about death, 
we without the aid of the normal IVP, 
the normal Regitine test, the normal 17 
keto-steroids should make the diagnosis of 
essential hypertension. 
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SENIOR STUDENTS IN PLACE OF 
INTERNS IN UNIVERSITY 
AFFILIATED HOSPITALS 

The House of Delegates of the Louisi- 
ana State Medical Society, on May 5, 
1958, passed a Resolution requesting that 
the desirability of using senior medical 
students in clinical clerkships in univer- 
sity affiliated hospitals be considered as 
a means of replacing first year intern- 
ships in those hospitals. 

This Resolution was introduced by Dr. 
C. J. Tripoli for the New Orleans delega- 
tion. It was the sense of the members of 
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the House of Delegates that this matter 
should be presented to the House of Dele- 
gates of the A.M.A. 


The thought is that the work of the 
first year of internship in university con- 
nected hospitals is also being done to 
some extent now by senior students in 
clinical clerkships and by first year resi- 
dents. An extension of the activities of 
the clinical clerks and first year residents 
would relieve the necessity of first year 
internships, and would allow the medical 
school to use its facilities for undergrad- 
uate instruction and residency training 
programs. Following graduation, the new 
physician could seek further training in 
a residency program or in an _ intern- 
ship in non-university affiliated hospitals. 
These hospitals would then be further 
stimulated to provide adequate intern 
training programs. 

This idea has been presented before in 
recent years. It was discussed in some de- 
tail at a symposium at the Fifty-first An- 
nual Congress on Medical Education and 
Licensure, in 1955. The idea is not new 
in medical education. Plans somewhat 
similar have been in use in Europe for 
years, and in Charity Hospital of Louisi- 
ana a plan was in operation in 1878, 
whereby the students in their final year 
at the medical school did the work of 
interns. They were called hospital stu- 
dents. 


The effect of this change. which might 
be superficially regarded as a minor one 
in the routine of medical training, would 
be far reaching. The principal benefit to 
medicine as a whole would be the shorten- 
ing by one year of the necessary training 
period. It would not in any sense hamper 
the young physician in his efforts to se- 
cure further training as he could go into 
the first year of a residency training pro- 
gram wherever such were available, or he 
could take an internship in a non-univer- 
sity affiliated hospital in which an ade- 
quate intern training program was avail- 
able. This change would cause an unde- 
termined number of recent graduates to 
seek internships in the non-university af- 
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filiated hospitals which have suitable in- 
tern training programs. There are now 
11,000 internships available in this coun- 
‘try, and we are graduating from Ameri- 
can schools about 7,000. The gap is par- 
tially filled by graduates of foreign medi- 
cal schools. For the nation as a whole, 82 
per cent of the positions were filled, 62 
per cent by graduates of American schools. 

The effect of this change on the medi- 
cal schools would be that a certain amount 
‘of money used in paying interns’ salaries 
would be saved for the schools. However, 
it would necessitate the schools operating 
on a twelve months’ basis, and would 
make necessary increased attention to the 
undergraduate and first year residency 
programs. 

The regulations of many bodies which 
have to do with medical training and li- 
censure would have to be altered to per- 
mit this system to work. Those State 
Boards, specialty boards, residency train- 
ing regulations, and various formal regu- 


lations requiring one year of internship 
would have to be altered to accept the 


change in educational program 
though the substance of 
would be the equivalent of 
now. 


even 
the training 
what it is 
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It is agreed on all sides that the pur- 
pose of internship is educational and that 
the service to the hospital and the patients 
is an incidental part of that experience. 
It is also agreed that the period of prep- 
aration for the practice of medicine has 
become lengthened, possibly unduly. Some 
schools have formerly required four years 
of pre-med. and are reducing it to three. 
A change that would shorten the period 
of training by another year without af- 
fecting the value of that training would 
be desirable. 

The strain on the medical schools would 
be increased by the year round program. 
The pressure to establish such a program, 
however, will shortly be felt as the result 
of an unexpectedly rapid increase in pop- 
ulation. It is anticipated that the popu- 
lation in 1975 will be 228 million, and that 
the number of doctors will be 127.1 per 
100 thousand, where now it is 131.9 per 
100 thousand. 

All things that pertain to modern medi- 
cine are complicated and are in a state of 
flux. It is in the interest of the individual 
physician that the procession of changes 
be controlled to insure an adequate supply 
of properly trained doctors. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


HOUSE OF DELEGATES 
MAY 5-7, 1958 
Minutes 
Minutes of 1957 meeting of House of Delegates 
approved as recorded. 


Minutes of Committee 


meetings of Ewvecutive 
since 1957 meeting of House of Delegates approved 
as recorded. 

Special Order 

new 


Introduction of House of 


members of the 
De legate s. 

Recognition of guests and fraternal delegate. 

Roll of 1957 
read, 

Talk by Dr. George F. Lull, Secretary and Assis- 
tant to the President of the AMA. 


members who died since meeting 


Greetings from representatives of the Woman’s 
Auxiliary of the State Society and of the AMA. 

Announcement of election of Dr. E. H. Lawson 
as president-elect of the National Board of Medical 
Ewaminers. 

Talk by Mr. Robert LeCorgne, attorney, member 
of the firm of Adams and Reese, concerning legal 
matters of interest to the Society. 

Announcement of scientific exhibit awards. 

Report without Recommendations 

Following reports accepted as printed:—Secre- 
tary-Treasurer, Chairman of Council, Councilors: 
First District, Second District, Third District, 
Fourth District, Sixth District, Seventh District, 
Eighth District; Committees: Accreditation of 
Hospitals, Aid to Indigent Members, Alcoholism, 
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American Medical Education Foundation, Arrange- 
ments—1958 Annual Meeting, Blood Banks, Bud- 
get and Finance, Child Health, Chronic Diseases, 
Committees, Congressional Matters, Diabetes, 
Gamma Globulin and Salk Vaccine, Geriatrics, 
History of Medicine in Louisiana, Hospitals, In- 
dustrial Health, Lectures for Colored Physicians, 
Liaison with Louisiana State Nurses’ Association, 
Mediation, Medical and Hospital Service in re 
Insurance Contracts, Medical Defense, Medical 
Education, Medical Testimony, National Emergen- 
cy Medical Service, Neuropsychiatric Service at 
Charity Hospitals, Public Health of the State of 
Louisiana, Scientific Work, State Hospital Policies, 
Woman’s Auxiliary. 

Other containing no recomendations, 
accepted: Public Relations Counselors, Legislative 
Consultant, AMA Delegates. 


reports, 


Reports with Recommendations 

President: Referred to Committee on President’s 
Report and report of this Committee, approving 
following recommendations, adopted: 1. The So- 
ciety formally request each specialty group to fur- 
nish a given number of columns pertinent to their 
own specialty and which are suitable for use by 
the Society in providing the newspapers of Louisi- 
ana with a steady source of material for a Society- 
sponsored weekly health column. 2. The Society co- 
operate more completely with the Shreveport Medi- 
cal Society in conducting the “Medical Progress” 
exhibit at the Louisiana State Fair, particularly in 
furnishing help from various parts of the State to 
man the exhibits at least part of the time when 
the fair is in progress. 3. The Society approve 
continuance of present exemptions accorded non- 
profit hospitals by the Labor Management Re- 
lations Act (Taft-Hartley Act). (Under the exist- 
ing federal regulations, non-profit hospitals are 
released from the obligation of entering into ne- 
gotiations with trade unions.). 

Past Presidents Advisory Council: 1. The Past 
Presidents Advisory Council recommends that the 
Sceiety continue to cooperate with the Medicare 
and Welfare Vendor Plan in order to have some 
influence in their operation although this does not 
constitute approval of these plans: No action, due 
to action on report of Committee on State Depart- 
ment of Welfare. 2. Committee on Medical De- 
fense make a report each year to the House of 
Delegates concerning malpractice suits in previous 
years, summarizing findings and results without 
mentioning too many details or names: 

Cancer Commission: 1. 


Approved. 
Members of the Society 
give further consideration to the more widespread 
employment of cytologic studies as a means of ac- 
complishing earlier diagnosis of cancer, particu- 
larly of the uterus: Approved. 2. Members of the 
Society be urged to more frequently perform both 
digital and endoscopic ano-rectal examinations: 
Approved. 3. Amount of $500.00 be budgeted for 
use, if necessary, by the Cancer Commission in 
carrying out its various functions during the forth- 
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ccming year: Approved. (Previously approved by 
Committee on Budget and Finance). 

Committee on Domicile: 1. The Society again 
extend thanks to the Tulane University 
School of Medicine for generosity in furnishing 
office space for the organization: Approved. 2. No 


sincere 


building project be undertaken at this time: 
Approved. 
Committee on Federal Medical Services: 1. Re- 


newal of a Uniformed Services Medicare Contract 
for the year 1958-59, under the guidance of the 
Executive Committee at the time of renewal nego- 
tiations: Approved. 2. House of Delegates go on 
record as opposing extension of Medicare-type pro- 
grams to government employees and OASI recip- 
ients: Approved. 3. Continue endorsement of the 
AMA position that federal medical care responsi- 
bility for veterans be limited to service-connected 
illnesses and injuries: Approved. 

Committee on Journal: 1. Dr. Sam Hobson and 
Dr. J. E. Knighton be re-elected as members of 
the Committee: Referred to Nominating Committee 
and Drs. Hobson and Knighton subsequently elected 
upon recommendation of this Committee. 

Committee on Louisiana Organizations for State 
Legislation: 1. The Committee on Louisiana Or- 
ganizations for State Legislation be continued: 
Approved. 2. The Committee be directly instructed 
concerning legislation being considered or pro- 
posed by the State Society: Approved. 3. The 
Chairman of the Committee on Public Policy and 
Legislation of the State Society be made chairman 
or ex-officio member of this Committee: Approval 
of ex-officio membership of Chairman of Com- 
mittee on Public Policy and Legislation on LOSL 
Committee. 

Committee on Materal Welfare: Proposed legis- 
lation in regard to adoption of children referred 
to Committee on Public Policy and Legislation. 

Committee on Medical Indigency: 1. The Board 
of Indigency and the Board of State Hospital Poli- 
cies be combined into one; namely, “The Board of 
State Hospital Policies and Indigency”: (Inter- 
pretation of recommendation—Committee on Medi- 
cal Indigency of the State Society and the Com- 
mittee on State Hospital Policies of the State So- 
ciety be combined): Recommendation referred to 
Committee on Committees and recommendation of 
that Committee that this be approved adopted. 
Mental Health: 1. This Com- 
mittee be recognized by the Louisiana State Medical 
Society as the body for liaison with the Governor 
and the State Department of Hospitals concerning 
matters of mental health: Tabled. 2. The Louisi- 
ana State Medical Society recommend to the ap- 
propriate authorities that a fully qualified physi- 
cian be secured to administer the state 
health program: Tabled. 

Committee on Public Policy and Legislation: 
1. Continued close contact between the family physi- 
cian and the legislator should be maintined. This 
is most effective in an organized fashion with the 


Committee on 


mental 
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cooperation and integration of effort of the state 
Committee on Public Policy and Legislation as well 
Approved. 2. Closer liaison 
should be formed between the Committee on Public 
Policy and Legislation and the Council on Medical 
Service and Public Relations as well as the Com- 
mittee on LOSL. This could be implemented 
through the appointment of at least one LOSL 
member on the Committee on Public Policy and 
Legislation as well as one member of the Council 
on Medical Service and Public Relations on the 
Committee on Public Policy and Legislation: Ap- 
proved. 3. Continued effort must be exerted to 
acquaint the membership of the Louisiana State 
Medical Society with the nature of Chiropractic 
and a campaign of intensified support of the 
Louisiana State Board of Medical Examiners in 
local involving prosecution of individuals 
violating the Medical Practice Act: Approved. 
1. Members of this Committee be assigned to attend 
meetings of Coroners, District Attorneys, Sheriffs, 
and Pharmacists: Approved. 5. Presence of fami- 
ly physicians be urged during meetings of legisla- 
ture: Approved. 6. Chiropractic and other cultist 
information be presented at scientific meetings of 
component societies: Approved. 

1. It is recommended 
that a copy of these resolutions be sent to each 
person and organization and also published in The 


as local committees: 


cases 


Committee on Resolutions: 


Journal of the Louisiana State Medical Society. 
Approved. 
Committee on Rural and Urban Health: 1. The 


Committee on Rural and Urban Health be contin- 
ued: Approved. 2. Gne thousand dollars ($1,000.00) 
be appropriated for the use of the Committee: 
Previously approved by Committee on Budget and 
Finance and Executive Committee; action 
tained. 3. Five hundred dollars ($500.00) be ap- 
propriated by the Louisiana State Medical Society 
to help the President (Louisiana Health Council) 
in carrying out the State meeting of the Louisiana 
Health Council to be held in Shreveport, November 
7-9, 1958, at the Captain Shreve Hotel: Previously 
disapproved by Committee on Budget and Finance 
and Executive Committee; action sustained. 


sus- 


Committee on State Department of Public Wel- 
fare: This Committee be continued as requested 
by the Department of Public Welfare: Approved. 
2. The House of Delegates approve the work of 
this Committee: Approved, with exception of fee 
schedule. 3. The fee schedule as pertains to medical 
care for Welfare patients, and presented by the 
Committee, be approved by the House of Delegates: 
Fee schedule not approved; leave matter as to how 
individual doctor pursues work with Welfare De- 
partment as own business or business of local 
society. 

Council on Medical Service and Public Relations: 
1. Society continue to make available to members, 
copies of Family Health Record booklet: Approved. 
2. Participation in the following fairs in 1958: 
Louisiana State Fair in Shreveport; one fair in 
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southwest Louisiana; one fair in central or north- 
east Louisiana: Approved. 
Resolutions 

Limitation of Admissions to Charity Hospitals: 
“WHEREAS it is the general belief of the medical 
profession in the State of Louisiana that the Chari- 
ty Hospital system which is supported by the tax- 
payers of the State of Louisiana is intended solely 
for the purpose of serving the indigent sick resi- 
dents of the State of Louisiana, the only exception 
to this being service to the critically injured where- 
in the Charity Hospital is the most available loca- 
tion to preserve life, or in certain experimental 
medical problems and; 

“WHEREAS the treatment of the non-indigent 
non-eligible patient at the Charity Hospitals in 
this state is a burden to the taxpayers and to those 
doctors rendering their services free to Charity 
Hospital and; 

“WHEREAS the medical profession is positive 
that the psychological reaction of allowing certain 
persons or classes of persons to receive benefits 
or service to which they are not entitled is bad for 
the individual as well as the State and the mental 
health of the Nation and its strength, and; 

“WHEREAS further that the “SOMETHING 
FOR NOTHING” political or social trends or de- 
sires are believed by the medical profession to be 
false in basic principle and in actual fact, and; 

“WHEREAS the State of Louisiana and its nat- 
ural resources and great natural wealth should be 
able to provide sufficient industry and jobs for the 
approximately four million residents, rather than 
degrading them by charity, be it, therefore; 

“RESOLVED that the present Administration 
of Charity Hospital at New Orleans and at any 
other Charity Hospitals where similar attempts 
are being made are to be complimented upon their 
effort to deny treatment to those who are not eligi- 
ble, and should be given the full support of organ- 
ized medicine and the political bodies should pro- 
vide the funds necessary to accomplish this aim 
thus affording the funds of Charity Hospital to be 
used for the purpose for which the taxpayers in- 
tended it, and also render a better service to the 
needy indigent and further be it; 

“RESOLVED that the Governor and all officials 
of the Great State of Louisiana, including the legis- 
lators, be encouraged to use such political strategy 
as to provide jobs by increasing industry for all 
those who are able to work. This would certainly 
lessen the indigent population and would lessen 
the need for indigent care. It would also encourage 
self-support, provide for dignity, and economic se- 
curity of the individual, our state and our nation.” 
Adopted. 

Clinical Clerkships: “WHEREAS the non-uni- 
versity affiliated hospitals are experiencing great 
difficulty in obtaining interns in the numbers and 
of the caliber they require, is well known to all 
practicing doctors, 

“WHEREAS many of the non-university affili- 
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ated hospitals have the facilities for providing ex- 
cellent intern training programs, and 

“WHEREAS pesitive action by the practicing 
doctors, the medical schools and the hospitals is 
needed to relieve this burdensome condition, there- 
fore; 

“BE IT RESOLVED that the House of Delegates 
of the Louisiana State Medical Society enlist the 
support of the medical schools of the State of Lou- 
isiana, suggesting the desirability of “clinical 
clerkships” in university affiliated hospitals. 

“BE IT FURTHER RESOLVED that the at- 
tached communication be sent to the House of 
Delegates of the other state medical societies and 
the House of Delegates of the AMA.” Adopted. 


Radiation Control: “WHEREAS it is known 
that ionizing radiations such as x-rays, or radia- 
tions from radium and other radioactive materials, 
are potentially dangerous when applied to human 
beings, be it 

“RESOLVED that the Louisiana State Medical 
Scciety urges and recommends the enactment of 
legislation by the Louisiana State Legislature 
which will permit only licensed practitioners of 
medicine, dentistry, podiatry, and osteopathy to ap- 
ply such ionizing radiations to human beings, and 
be it further 

“RESOLVED that the Louisiana State Medical 
Society urges and recommends the enactment of 
legislation by the Louisiana State Legislature which 
will limit the sale, lease, transfer, and/or loan of 
equipment and materials intended to produce such 
ionizing radiations upon human beings to licensed 
practitioners of medicine, denistry, podiatry, or 
osteopathy, or to hospitals, clinics, and other simi- 
lar institutions where such equipment will be under 
the direct supervision of such licensed practitioners 
of the healing arts as noted above.” Referred to 
Ccmmittee on Public Policy and Legislation for re- 
port to Executive Committee. 

Medicare: “The Iberia Parish Medical Society 
in meeting on April 10, 1958 adopted a resolution 
to wit: 

“Recognizing the requirement of the Medicare 
rules to insist on a signature by the physician that 
the amount paid by the tax fund will be accepted 
as payment in full, no matter how much the service 
rendered may have varied from the fee schedule, 
is an intrusion on the patient-physician relation- 
ship, and is a feature of all Socialized Medicine 
schemes, and 

“Recognizing, that such a system of mandatory 
physician affidavits on the blank is not a practice 
of private health insurance, and 

“Believing that Congress intended to provide a 
“health insurance” program for the dependents of 
the uniformed services similar to private industry, 
each such contract based on individual indemnity 
or service contracts as a state may desire, 

“The Iberia Parish Medical Society 
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“Hereby petitions the House of Delegates 
through the Executive Committee, to enter into a 
1958-59 contract only on the basis of an insurance 
type indemnity plan, without the requirement to 
swear signatorily to the third party that the 
amount allowed ‘will be accepted in full for the 
services rendered’”. Resolution withdrawn. 

Certification Boards: “WHEREAS, The Board 
certification groups when first organized were 
meant to improve standards and clarify compe- 
tence of individuals as practitioners in various 
specialties; and 

“WHEREAS, The act of certification has become 
stereotyped and is being used restrictively ‘as a 
union card’ in the practice of medicine in many 
instances; therefore be it 

“RESOLVED, That the House of Delegates of 
the Louisiana State Medical Society request the 
House of Delegates of the American Medical Asso- 
ciation to take cognizance of this fact; and be it 
further 

“RESOLVED, That the House of Delegates of 
the American Medical Association request their 
representatives on the Joint Accreditation Com- 
mission for Hespitals to exercise their influence 
to direct that Board certification should not be 
used as a qualification for staff appointments in. 
hospitals approved by the Commission.” 


AMENDMENTS 
Constitution 

Article IV, Section 2. (Associate Members). De- 
lete “when endorsed by two active members in good 
standing” and insert “when approved by the Ex- 
ecutive Committee” in re physicians in government 
service. Approved at 1957 Annual Meeting; final 
approval at this meeting. 

Article IV, Section 2. (Associate Members.) Add 
“Associate Membership in a component society does 
not necessarily imply Associate Membership in 
the State Society.” Approved; final action to be 
taken at 1959 meeting. 


Other Action 

Report of Louisiana State Board of Medical Ex- 
aminers: Accepted; Drs. R. T. Lucas and Charles 
Anderson to be recommended to Governor for ap- 
pointment in re expiration of term of Dr. Lucas. 

Proposal in re development of a practical pro- 
gram of case-finding in tuberculosis control, ap- 
proved. 

Report in re Medical Progress Exhibit accepted 
and exhibit endorsed. 

Proposed fee schedule for Veterans Administra- 
tion Hometown Care program not approved; Sec- 
retary to advise VA that the House of Delegates 
disapproves such a fee schedule. 

Eye screening program conducted under super- 
vision of Eye, Ear, Nose and Throat doctors, with 
ecoperation of Louisiana State Department of 
Health and the Board of Education and Welfare 
Department, approved. 
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Election of Officers, Delegate and Alternate 
to AMA and Committees 
President-elect—Dr. W. Robyn Hardy, 
Orleans 
First Vice-President—Dr. O. B. Owens, Alex- 
andria 
Second Vice-President—Dr. Boni J. DeLaureal, 
New Orleans 
Third Vice-President—Dr. James H. Eddy, Jr., 
Shreveport 
Chairman, House of Delegates—Dr. Charles B. 
Odom, New Orleans 
Vice-Chairman, House of Delegates—Dr. H. H. 
-Hardy, Jr., Alexandria 
Councilor, First District—Dr. 
New Orleans 
Councilor, Second District—Dr. J. E. 
Norco 
Councilor, Fourth District—Dr. Ralph H. Riggs, 
Shreveport 
Councilor, Fifth 
Monroe 
Delegate to AMA 
Jones, New Orleans 
Alternate Delegate to AMA (1959 and 1960)— 
Dr. Edwin L. Zander, New Orleans 
Committee on Journal: Dr. Sam Hobson, New 
Orleans; Dr. J. E. Knighton, Shreveport 
Committee on Medical Defense: Dr. J. Kelly 
Stone, New Orleans 
Committee on Public Policy and Legislation: Dr. 
Joseph A. Sabatier, Jr., Baton Rouge, Chairman; 
Dr. Edwin L. Zander, New Orleans; Dr. J. E. 
Clayton, Norco; Dr. Leo J. Kerne, Thibodaux; Dr. 
C. E. Boyd, Shreveport; Dr. Henson S. Coon, Mon- 
roe; Dr. H. W. Richmond, Oakdale; Dr. F. P. 
Bordelon, Marksville. 
Committee on Scientific Work: Dr. M. D. Har- 
grove, Shreveport; Dr. Sam Hobson, New Orleans 


New 


Felix Planche, 


Clayton, 


District—Dr. Henson S. Coon, 


(1959 and 1960)—Dr. P. H. 


Future Annual Meetings 
Dates and Places: 1959—New Orleans, May 4-6; 
1960—Baton Rouge, May 2-4; 1961—New Orleans, 
May 8-10; 1962—Monroe (action taken in 1957 to 
hold meeting in Alexandria rescinded); 1963— 
New Orleans; 1964—Alexandria (no action on sug- 
gestion that meeting be held in Shreveport). 


REPORT OF COMMITTEE ON MEDICAL 
DEFENSE 
This has been another year of relatively little 
activity for this Committee. There were only 
three requests received from members for assis- 
tance in the defense of suits instituted for alleged 
malpractice. None of these has come to trial nor 
have they been otherwise settled. 
One case from last year was settled by com- 
promise without coming to trial. 
C. B. ERICKSON, M. D., Chairman 


REPORT OF COMMITTEE ON RESOLUTIONS 
The members and guests who have participated 
in the 1958 Annual Meeting held in Shreveport 
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May 5-7 are deeply appreciative of the interest- 
ing, instructive, and enjoyable activities fur- 
nished, and feel that special thanks should be ex- 
tended the following individuals and groups who 
have made this possible; therefore, BE IT RE- 
SOLVED that the Louisiana State Medical So- 
ciety express appreciation for assistance by the 
following: 

Dr. K. B. Jones, President and 

Dr. J. H. Eddy, Jr., Chairman, and personnel 
of Committee on Arrangements and all members 
of the Shreveport Medical Society, hosts to the 
meeting. 

Rev. Lawrence Plumley who offered the in- 
vocation at the official opening meeting of the 
Society. 

Hon. John Ford, Commissioner of Finance of 
the City of Shreveport for his cordial welcome 
to the City. 


Dr. George F. Lull, Secretary and Assistant to 
the President of the American Medical Associa- 
tion for the annual oration presented at the 
opening meeting. 

Fraternal Delegate, Dr. H. O. Padgett for 
greetings from the Texas State Medical Associa- 
tion. 

The following out-of-state guests who partici- 
pated in the scientific program: 

Dr. W. Sterling Edwards, Birmingham, 

Alabama 

Dr. Donald L. Paulson, Dallas, Texas 

Dr. William B. Seaman, New York, New York 

Dr. Stuart S. Stevenson, Pittsburgh, 

Pennsylvania 

Dr. James T. Wortham, Little Rock, Arkansas 

The Shreveport Chamber of Commerce for co- 
operation in connection with many phases of the 
meeting, and particularly for secretarial assis- 
tance and typewriters furnished for use at the 
registration desk. 

The Shreveport Times and Journal as well as 
the press throughout the State for publicity prior 
to and during the time of the meeting. 

Radio and TV stations throughout the State, 
and particularly the news and program directors 
of KTBS-TV and KSLA-TV for excellent cooper- 
ation in broadcasting specific phases of the meet- 
ing. 

The Captain Shreve and Washington-Youree 
Hotels, headquarters for the meeting, for ex- 
cellent services rendered members attending the 
meeting, as well as facilities for various sessions 
in connection with the meeting; also other hotels 
and motels in Shreveport for accommodations 
furnished. 


The Catholic Physicians Guild of Shreveport 
for arranging a Memorial Mass in memory of 
those members of the Society who died during the 
past year. 

Mr. Paul J. Perret and Mr. Paul R. Kalman, Jr. 
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who have rendered a most valuable service prior 
to and during the meeting as Public Relations 
Counselors in securing publicity for the meeting; 
also for report presented to House of Delegates. 

Mr. Percy J. Landry, Jr., Legislative Consult- 
ant, who has continued to be most helpful to the 
medical profession, for his informative talk be- 
fore the House of Delegates. 

Scientific exhibitors whose exhibits added much 
interest to the meeting. 

Pharmaceutical, surgical and other companies 
for their continued cooperation in having techni- 
cal exhibits. 

All companies which purchased space for ad- 
vertising in the program. 

The Shreveport Country Club and the Shreve- 
port Skeet Club for facilities furnished for the 
golf tournament and skeet shoot. 

Dr. Edwin H. Lawson, Secretary of the Lou- 
isiana State Board of Medical Examiners for his 
report submitted to the House of Delegates. 

Officers and members of the Woman’s Auxili- 
ary who prepared an interesting program for the 
members of the auxiliary. 

Dr. H. Ashton Thomas, who has served so ¢ca- 
pably during the past year as President of this 
organization. 

The Past Presidents Advisory Council! for re- 
port to the House of Delegates and their con- 
tinued active interest in the organization. 

Dr. W. Robyn Hardy, efficient Chairman of the 
House of Delegates. 

Dr. C. Grenes Cole, Secretary-Treasurer, who 
has continued to render invaluable services to the 
organization. 

Miss Annie Mae Shoemaker, Assistant Secre- 
tary-Treasurer, and the entire secretarial staff for 
their efficient handling of the details prior to and 
during the time of the meeting. 

Special commendation is again expressed to 
Drs. Cecil W. Clark, S. E. Carter and George W. 
Dix and the Calcasieu Parish Medical Society for 
outstanding professional services rendered during 
Hurricane Audrey in June, 1957. 

Recommendation 

It is recommended that a copy of these reso- 

lutions be sent to each person and organization 
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mentioned and also published in The Journal of 
the Louisiana State Medical Society. 
R. E. GILLASPIE, M. D., Member 
RALPH H. RIGGS, M. D., Member 
SAM HOBSON, M. D., Chairman 





IN MEMORIAM * 
D. C. BRUMFIELD, M.D. 
1870 - 1958 

Dr. Brumfield was born in Tylertown, Missis- 
sippi, December 13, 1870 and died in a hospital in 
Baton Rouge on March 23, 1958. 

He received his B.S. degree from Mississippi 
College in 1895 and his M.D. degree from the 
Tulane School of Medicine in 1900. Immediately 
after his graduation he entered general practice 
in Darrow, Ascension Parish, Louisiana where he 
remained until his death. 

He became Health Officer of Ascension Parish 
in 1905. He was elected Coroner of Ascension 
Parish in 1912 and continued in the office until 
his death with the exception of one four year 
term. 

He joined the Louisiana State Coroners Associ- 
ation in 1914 and was thereafter active in its af- 
fairs. He was elected President of the Association 
on May 13, 1948, and held the office until- 
October 15, 1957 when ill health caused him to 
resign. 

For more than half a century he was actively 
engaged in the general practice of medicine and 
was charged with the Public Health and Sanita- 
tion of the Parish. He was greatly loved and re- 
spected by the people of Ascension Parish. 

In recognition of his interest in Organized Medi- 
cine he was selected as Outstanding General Prac- 
titioner of Louisiana in 1954. 

He was typical of the country doctor, who en- 
dured without complaint the many discomforts of 
the early days. 

With his passing the people of Ascension Par- 
ish have lost a valuable citizen; the Coroners As- 
sociation a staunch supporter and Organized Medi- 
cine a most worthy member. 





* The above resolution was prepared and sub- 
mitted by Dr. C. M. Horton, in accordance with 
request of the Louisiana State Coroner’s Associa- 
tion. 
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URGE ASPIRIN BE STUDIED AS 
ANTI-DIABETIC AGENT 

There are sound reasons to believe that aspirin 
can “become a valuable anti-diabetic agent,’ the 
Canadian Medical Association Journal states in 
an editorial in its issue of March 1. 

The journal notes that extended therapeutic 
trials have been conducted with the sulfonylurea 
compounds as oral anti-diabetic drugs, as well 
as continuing research with related compounds. 
Meanwhile, it adds, the medical profession may 
have “remained blissfully unconscious” of the 
availability of aspirin. This familiar and innocu- 
ous drug in common daily use is ‘‘capable of cor- 
recting hyperglycemia (excess of sugar in the 
blood), glycosuria (sugar in the urine) and keto- 
sis (excessive formation of acetones) and causing 
the disappearance of the common associated symp- 
toms of thirst, polyuria and pruritis.”’ 

The editorial points out that aspirin has been 
“known as an anti-diabetic agent for the past ten 
years’, and has been under study by investigators 
in Glasgow. A review of the literature reveals 
“little to suggest that aspirin cannot become a 
valuable anti-diabetic agent.” 


ALCOHOL’S EFFECT ON COMMON COLD 
EXPLAINED 

Alcoholic beverages are helpful in fighting the 
common cold—at least in the early stages. 

This was reported by Dr. Noah D. Fabricant, 
Chicago otolaryngologist, in the March Archives 
of Otolaryngology, published by the American 
Medical Association. 

Dr. Fabricant said, ‘Although consumption of 
alcohol is obviously not a cure for the common 
cold, its beneficial role in some persons can neither 
be minimized nor dismissed.” 

Alcohol has long been a popular remedy for 
warding off colds after chilling or exposure in 
inclement weather. It increases blood circulation, 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
Society Date Place 

Ascension Third Tuesday of every month 
Caleasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
‘Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Indepencence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


provides warmth and comfort, induces drowsiness, 
and promotes a desire to rest. 

According to Dr. Fabricant, “Once acted upon, 
the decision to rest in bed can serve a most useful 
purpose. Rest in bed diminishes the severity of 
the common cold, limits its spread to others, and 
reduces the frequency of complications.” 

But alcohol is valuable in fighting a cold in still 
another way. 

A cold is preceded by a lowering of the temper- 
ature in the nasal passages and a constriction of 
blood vessels within the nose. The passages then 
become dry and the defense against the cold is 
weakened. This paves the way for acute infection, 
the doctor said. 


NEW ORAL IRON CAUSES FEW SIDE 
EFFECTS 

A new oral iron preparation that produces few 
adverse gastrointestinal side effects was reported 
recently by four Illinois researchers. 

One of the common problems associated with 
oral iron preparations—given for anemia caused 
by iron deficiency—is the development of severe 
gastrointestinal upsets, especially among children. 
These preparations are also potentia! poison to 
children if they are taken in large doses, the re- 
searchers said. 

However, the new preparation, iron choline 
citrate (Ferrolip) appears to be safer than other 
preparations, they said in the April 5 Journal of 
the American Medical Association. 

The iron has undergone the chemical process 
of chelation, in which the iron is bound into a 
form similar to that in which iron is held in the 
hemoglobin. “It is not surprising,’ therefore, 
that the presentation of iron to the system as a 
chelate complex minimizes adverse aspects of iron 
treatment. 

The researchers gave iron citrate tablets to 131 
patients suffering from iron deficiency anemia. 
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They were given between meals on an empty 
stomach in order to minimize any effect of food 
decreasing gastrointestinal symptoms. Few of 
the common symptoms, such as nausea, vomiting, 
abdominal cramps, diarrhea, and constipation, ap- 
peared. 


FORM COUNCIL FOR HEALTH CARE 
OF THE AGED 

The foundation was laid recently by some of 
the most important organizations in the health 
field to solve the problem of the health care of 
the aged. 

For this purpose the American Dental Associ- 
ation, the American Hospital Association, the 
American Medical Association, and the American 
Nursing Home Association announced the estab- 
lishment of the Joint Council to Improve the 
Health Care of the Aged. 

Objectives of the council, the formation of 
which has been under consideration for some 
time by the sponsoring groups, were announced 
as: 

“(1) To identify and analyze the health 
needs of the aged; (2) to appraise available 
health resources for the aged; and (3) to de- 
velop programs to foster the best possible health 
care for the aged regardless of their economic 
status.” 

The Joint Council to Improve the Health Care 
of the Aged is made up of three representatives 
of each sponsoring organization. 


A.M.A. ANNUAL MEETING TO DRAW 
15,000 DOCTORS 


An estimated 15,000 physicians will attend the 
107th annual meeting of the American Medical 
Association June 23-27 in San Francisco. 

This convention—the largest medical meeting 
in the world—offers an opportunity for doctors 
to catch up on hundreds of aspects of rapidly- 
changing medical knowledge. Five hundred doc- 
tors will present scientific papers or participate 
in symposiums and discussion groups. 

There will be 325 scientific exhibits in the San 
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Francisco Civic Auditorium. In addition, 285 
technical exhibits will be displayed in the new 
Plaza Exhibit Hall by pharmaceutical houses, 
medical equipment firms, and other manufac- 
turers. 

The House of Delegates, the A.M.A.’s policy- 
making body, will meet throughout the week in 
the Sheraton-Palace Hotel, headquarters for the 
meeting. Scientific sessions will be held in the 
auditorium, other rooms of the Civic Center, and 
some hotels. 

Medical color television programs will emanate 
from San Francisco Hospital. A special event will 
be the premiere showing of a motion picture of 
traumatic neuroses made by the A.M.A. and the 
American Bar Association. The third in a series 
dealing with medicolegal problems, the movie will 
be shown Wednesday evening at the Sheraton- 
Palace. 


Another special feature will be a 90-minute 
closed circuit television Grand Rounds, also on 
Wednesday evening. Part of it will cover the 
highlights of the meeting and the rest will deal 
with diabetes. The latter part will emanate from 
the University of California School of Medicine. 
It will be viewed by physicians in Boston, Chicago, 
Cleveland, Kalamazoo, Philadelphia, New York, 
and Syracuse. 

The scientific session will open Monday after- 
noon with a panel discussion on the management 
of the severely injured patient. Tuesday morn- 
ing’s session will be a general review of the haz- 
ards of certain therapeutic agents. The winner of 
the Goldberger Award, given annually by the 
A.M.A. for outstanding achievement in the field 
of clinical nutrition, will speak at noon Tuesday. 

In addition to awarding the Goldberger medal 
Monday at its opening session, the House of Dele- 
gates will also elect a physician to receive one of 
medicine’s highest honors, the Distinguished Serv- 
ice Award. 

Dr. David B. Allman, Atlantic City, N. J., re- 
tiring president of the A.M.A., and his successor, 
Dr. Gunnar A. Gundersen, LaCrosse, Wis., will 
address the opening session of the house. Dr. 
Gundersen will be inaugurated Tuesday evening. 


_— 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


One of the highlights (and there were many) 
of the annual meeting at Shreveport of the 
Woman’s Auxiliary to the Louisiana State Medi- 
cal Society was the installation luncheon at East 
Ridge Country Club. 

Mrs. T. H. Watkins presided at the installation 
and the officers seated were Mrs. Edward M. 
Harrell, Lafayette, president; Mrs. J. T. Willis, 
Alexandria, president-elect; Mrs. C. Prentice Gray, 
Jr., Monroe, first vice-president; Mrs. C. Elmo 


Boyd, Shreveport, second vice-president; Mrs. 
Willard Dowell, Baton Rouge, third vice-presi- 
dent; Mrs. Creighton Shute, Opelousas, fourth 
vice-president; Mrs. H. Wayne Richmond, Oak- 
dale, recording secretary; Mrs. George M. Haik, 
New Orleans, treasurer; Mrs. William L. Zink, 
Lafayette, corresponding secretary; Mrs. Arthur 
D. Long, Baton Rouge, parliamentarian. 
Toastmistress at the luncheon was Mrs. Harold 
J. Quinn. Mrs. Richard F. Stover, third vice- 
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president Woman’s Auxiliary to the AMA, was 
the guest speaker, her topic being ‘‘What the 
Doctor’s Wife Has a Right to Expect.” 
Mrs. Branch J. Aymond, 
Press and Publicity. 


ORLEANS PARISH 


At a beautiful ceremony at the Orleans Club 
on Wednesday afternoon May 14, the new offi- 
cers of the Woman’s Auxiliary Orleans Parish 
Medical Society were installed by Mrs. Robert 
E. Rougelot, Jr., a past president. 

Taking office were Mrs. Albert W. Habeeb 
president, Mrs. William J. Rein president elect; 
Mrs. J. Morgan Lyons first vice-president; Mrs. 
J. Theodore Brierre second vice-president; Mrs. 
Hyder F. Brewster third vice-president; Mrs. 
Charles B. Odom fourth vice-president; Mrs. 
Frank S. Oser, Jr. recording secretary; Mrs. J. 
Arthur White, Jr., treasurer; Mrs. Adrian B. 
Cairns corresponding secretary; Mrs. Monte Mey- 
er, parliamentarian. 

A program-tea followed the installation with 
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the mothers and mothers-in-law of the members 
as guests of honor. The guest speaker Mr. James 
W. Barr, Director of the Better Business Bureau 
of New Orleans, was introduced by Mrs. Charles 
Farris, Jr. 

Receiving in the drawing room were Mesdames 
Eugene H. Countiss, A. B. Paterson, Albert W. 
Habeeb, William J. Rein, J. Morgan Lyons, J. 
Theodore Brierre, Hyder F. Brewster, Charles B. 
Odom, Frank S. Oser, Jr., and J. Arthur White, 
Jr. 

Alternating in presiding at the tea and coffee 
table were Mesdames V. W. VanLue, Marion B. 
Odom, and F. C. Gandolfo, Jr. 

Hostesses assisting in the dining room were 
Mmes. Fred O. Brumfield, W. Kohlmann Reed, 
James W. Warren, John Tanner, Henry K. Three- 
foot, Simon V. Ward, Jr., F. H. Vallette, William 
A. Wagner, Walter J. Trautman, Jr., Andre C. 
Touzet, Joseph A. Vella, Gilbert C. Tomskey, 
Hyman C. Tolmas, Sidney L. Tiblier, Jr., Albert 
H. St. Raymond, Jr., and Philip M. Tiller, Jr. 


Mrs. Branch J. Aymond, 
Publicity Chairman. 





BOOK REVIEWS 


Textbook of Pathology with Clinical Applications; 
by Stanley L. Robbins, M.D., Philadelphia, Pa., 
W. B. Saunders Company, 1957, pp. 135. Price 
$18.00. 


This textbook of Pathology is a tribute to the 
productivity of the author, who personally has writ- 
ten all but five of the thirty-two chapters of the 
book. In his preface, the author states that this 
textbook was written for students and clinicians. 
Certainly, these two groups will find this book very 
valuable in its organization, content, and read- 
ability. The organization which presents systemic 
diseases in their entirety is very helpful and logical. 
As to content, the book includes a wide coverage 
of pathologic conditions and presents these in ade- 
quate detail. In fact, the completeness of coverage, 
both as to variety of conditions and completeness 
of detail, is sufficient to make this book very valua- 
ble to practicing pathologists, as well as students 
and clinicians. In this regard, Robbins’ textbook 
falls into the category of a reference book which 
should be of value for many years, in spite of the 
rapid and important changes which are occurring 
in all fields of medicine. 

Emphasis is placed upon clinical correlation, 
which also is of importance to students, clinicians, 


and practicing pathologists. The book is printed 
in double-column method which enhances the read- 
ability. The illustrations are quite numerous and 
are of very high quality. 

W. H. Harris, Jr., M.D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: Psychoprophy- 
lactic Preparation for Painless Childbirth, by 
Isidore Bonstein, M. D.; Regional Ileitis, by Bur- 
rill B. Crohn, M.D., and Harry Yarnis, M. D. 
(2nd edit.) ; Proceedings of the Sixth Internation- 
al Congress of the International Society of Hema- 
tology, edited by Publications Committee, A. Rich- 
ardson Jones, M. D., Chairman. 


Paul B. Hoeber, Inc., N. Y.: Clinical Obstetrics 
and Gynecology, Volume 1, Number 1: Medical 
Problems in Pregnancy, edited by Curtis J. Lund, 
M.D., and Management of Endocrine Problems, 
edited by Allen C. Barnes, M. D. 


Little, Brown & Company, Boston: Clinical En- 
zymology, edited by Gustav J. Martin, Sc.D. 


The C. V. Mosby Co., St. Louis: Drugs of 
Choice, 1958-1959, edited by Walter Modell, M. D. 








